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Greetings  from  the  Maternal  and  Family  Health  Administration,  the  Office  of  Minority 
Health  and  the  Office  of  Minority  Health  Resource  Center! 

In  this  new  millennium  we  are  confronted  with  numerous  challenges  from  the  pressures 
of  society,  work  and  the  demands  of  home  and  family.  Though  the  decisions  we  make  in 
these  areas  are  important,  nothing  influences  our  fate  more  than  the  choices  we  make 
about  our  own  personal  health  and  well-being. 

The  Office  of  Minority  Health  Resource  Center  is  pleased  to  assist  the  DC  Maternal  and 
Child  Health  Conference  with  this  notebook  focusing  on  the  health  issues  of  men  located 
within  the  District  of  Columbia.  The  materials  in  this  notebook  were  created  by  federal 
agencies  and  other  non-profits.  We  hope  that  the  information  enclosed  will  allow  you  to 
become  better  informed  and  empowered  to  address  your  health  needs  as  well  as  those 
of  the  ones  that  you  love. 

For  additional  information,  we  encourage  you  to  contact  the  agencies  listed  in  the 
following  pages,  the  DC  Department  of  Maternal  and  Child  Health  or  the  Office  of 
Minority  Health  Resource  Center.  Together,  we  are  sure  to  make  a  positive  difference  in 
the  lives  of  those  you  love! 
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How  to  Use  this  Notebook 


This  notebook  was  developed  utilizing  the  National  Health  Observances  Calendar  developed  by 
the  US  Department  of  Health  and  Human  Services.  Although  there  are  several  health 
observances  each  month,  OMHRC  has  taken  the  liberty  of  selecting  one  observance  for  each 
month.  Each  selection  contains  information  that  can  be  used  to  educate  professionals,  friends, 
and  loved  ones  on  various  health  concerns. 

The  information  for  each  month  contains  the  following  information: 

■  A  brief  introduction  of  the  topic,  key  points  and  its  relevance  to  DC  residents 

■  Suggested  activities  that  can  be  done  on  a  monthly  basis 

■  Reproducible  handouts  that  can  be  distributed  to  further  knowledge  on  the  subject 

There  are  presentations  that  can  be  presented  by  either  the  novice  or  those  with  expert  content 
knowledge.  Screening  tools  and  additional  materials  have  also  been  included. 

Contact  information  for  federal  agencies  and  local  non-profits  that  focus  on  the  health  of  various 
communities  have  been  provided  as  well. 
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Improving  Mens  Health 
A  Call  to  Action  for  Social  Organizations 

Guest  Editorial  by  Donald  R.  Ware,  MD,  MPH 
Imperial  Medical  Director,  Health  Education,  Training  and  Preventive  Medicine,  A.E.A.O.N.M.S.  (Prince  Hall  Shrine) 


The  overall  health  status  of  the  African  American  male  is  in 
crisis.  On  average,  the  African  American  male  who  retires 
at  age  65  will  not  live  long  enough  to  enjoy  the  fruits  of  his 
labor.  With  a  shortened  life  span,  and  high  morbidity  and  mortality 
rates  for  all  the  major  diseases  (e.g.,  heart  disease,  stroke,  cancer,  HIV, 
diabetes),  it  became  abundantly  clear  that  as  an  African  American 
organization  we  have  a  responsibility  to  be  on  the  front  line  in  the 
fight  to  reduce  these  health  disparities. 

Promoters  of  Health  Awareness  and  Prevention 

Males  have  certain  behaviors  in  common,  no  matter  what  race. 
The  challenge  is  to  change  the  thinking  of  men  regarding  health  if 
we  expect  them  to  change  unhealthy  behavior.  The  African  Ameri- 
can male  must  value  health  in  a  meaningful  way — and  one  way  to 
create  value  is  to  involve  people  and  organizations  which  are  of  value 
to  him. 

Over  the  last  25  years,  the  Prince  Hall  Shriners  has  been  in- 
volved in  health  education  and  promotion.  With  more  than  50,000 
people  attending  our  annual  convention  each  year,  we  have  been 
afforded  a  unique  opportunity  to  provide  actual  medical  manage- 
ment services.  Through  the  years,  our  health  clinics  have  discovered 
thousands  of  people  with  high  blood  pressure  and  diabetes — with 
some  even  requiring  emergency  treatment. 

In  1986,  the  Shriners  appointed  health  coordinators  in  every 
Temple  and  Court  around  the  world.  These  individuals  were  trained 
to  measure  blood  pressure  and  to  perform  basic  CPR  through  a  six- 
year  agreement  involving  the  American  Red  Cross  and  underwritten 
by  the  G.D.  Searle  Company.  Since  that  time,  other  health  related 
efforts  were  introduced — e.g.,  first  aid  and  fluid  management  ser- 
vices during  our  parades,  and  training  and  certification  of  our  mem- 
bers in  CPR. 

Similarly,  in  1993,  the  Shriners  created  a  health  education  and 
screening  seminar  on  prostate  health  as  part  of  a  comprehensive  health 
fair.  As  part  of  the  seminar,  we  conducted  prostate  exams.  To  obtain 
the  test  results  quickly,  we  administered  the  blood  test  for  prostate- 
specific  antigen  (PSA),  and  used  a  local  university-based  laboratory 
for  processing.  Results  were  returned  to  our  members  at  the  conven- 
tion, where  we  also  provided  counseling.  For  those  with  a  positive 
PSA  screening  we  made  a  reminder  telephone  call,  and  one  to  the 
member's  physician  if  available. 

Since  then,  the  Prince  Hall  Grand  Lodges  have  moved  forward 
on  a  variety  of  health  promotion  issues.  In  California,  the  primary 
emphasis  has  been  on  stroke  education — 50  percent  more  males  die 
from  stroke  than  from  prostate  cancer.  In  conducting  our  screenings, 
we  discovered  that  many  also  suffer  from  high  blood  pressure,  diabe- 


tes, and  high  cholesterol — all  risk  factors  for  stroke.  Through  this 
effort,  we've  learned  that  it  is  vitally  important  for  all  organizations 
participating  in  health  education  activities  not  to  overemphasize  any 
one  condition  without  discussion  of  possible  co-existing  conditions. 
While  we  may  do  well  in  increasing  awareness  on  one  disease,  many 
will  suffer  from  another  equally  preventable  co-occurring  condition. 

All  of  these  Prince  Hall  Shrine  efforts  have  made  certain  issues 
very-clear — more  education  on  preventive  health  screenings  is  needed. 
More  must  be  done  at  the  local  level,  and  on  a  regular  basis,  if  we  are 
to  succeed  in  significantly  improving  the  mortality  rates  of  men. 

Building  on  Our  Success 

In  1999,  we  approached  the  Office  of  Minority  Health:  Re- 
source Center  and  asked  for  assistance  in  developing  a  tool-kit  that 
each  locality  could  use  to  conduct  routine  health  promotion  and 
disease  prevention  activities.  Developed  specifically  to  address  those 
health  issues  that  disproportionately  impact  African  Americans,  we 
created  a  monthly  health  observances  calendar  with  related  activities 
and  materials  that  highlighted  those  issues.  The  key  advantages  of 
developing  this  tool  kit  include: 

•  Allowing  all  units  to  work  on  the  same  issues  at  the  same  time; 

•  Allowing  for  coordination  of  messages  with  print,  electronic  arid 
other  mass  media  to  reinforce  the  overall  message; 

•  Providing  uniformity  in  message  content— all  members  are  edu- 
cated and  trained  from  the  same  materials; 

•  Offering  variety  and  flexibility — allowing  for  regional  variation 
and  opportunities  for  the  health  coordinators  to  choose  a  topic 
to  emphasize;  and 

•  Tying  all  health  information  to  screening  opportunities — either 
in  the  form  of  a  yearly  health  fair  or  during  monthly  meetings. 

Strategies  for  the  Future 

Clearly,  we  have  a  long  fight  ahead,  but  we  recognize  the  impor- 
tance of  organizations  like  ours,  serving  as  promoters  of  health  aware- 
ness and  disease  prevention  within  the  African  American  commu- 
nity. The  Prince  Hall  Masonic  Movement  challenges  other  social, 
civic,  arid  professional  organizations  to  not  only  put  health  care  on 
their  agendas,  but  to  actively  implement  programs  to  help  eliminate 
racial  and  ethnic  health  disparities.  Through  our  collective  efforts, 
we  can  be  successful  in  closing  the  gaps  we  face  in  the  health  care 
arena. 
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District  of  Columbia:  Burden  of  Chronic  Diseases,  1 996 


Cardiovascular  Diseases 

•  In  1996,  cardiovascular  diseases  were  the  most  common 
cause  of  death  in  the  District  of  Columbia,  accounting  for 
32%  of  all  deaths. 

•  Rates  of  death  from  cardiovascular  diseases  were  75% 
higher  among  blacks  than  among  whites. 

•  Ischemic  heart  disease  accounted  for  734  deaths,  or  1 1%  of 
all  deaths. 

•  Rates  of  death  from  stroke  were  78%  higher  among  blacks 
than  among  whites. 

Cancer 

•  Cancer  accounted  for  2 1%  of  all  deaths  in  the  District  of 
'     Columbia  in  1996. 

•  Of  all  states,  the  District  of  Columbia  had  the  highest  rate 
of  death  due  to  all  cancers,  the  third  highest  due  to 
colorectal  cancer,  and  the  highest  rate  of  death  due  to 
breast  cancer  in  women. 


•  Rates  of  death  due  to  breast  cancer  were  92%  higher 
among  black  women  than  among  white  women. 

•  The  American  Cancer  Society  estimates  that  3,000  new 
cases  of  cancer  will  be  diagnosed  in  the  District  of  Colum- 
bia in  1999,  including  400  new  cases  of  lung  cancer,  300 
new  cases  of  colorectal  cancer,  600  new  cases  of  prostate 
cancer,  and  500  new  cases  of  breast  cancer  in  women. 

•  The  American  Cancer  Society  estimates  that  1,400  District 
of  Columbia  residents  will  die  of  cancer  in  1999- 

Diabetes 

•  In  1996, 21,892  adults  in  the  District  of  Columbia  had 
diagnosed  diabetes. 

•  Of  all  states,  the  District  of  Columbia  had  second  highest 
rate  of  death  due  to  diabetes. 

•  Diabetes  was  the  underlying  cause  of  202  deaths  in  the 
District  of  Columbia  and  a  contributing  cause  of  an 
additional  340  deaths. 


Causes  of  Death,  District  of  Columbia  Compared  With  United  States,  1 996" 
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'Deaths  per  100,000,  age  adjusted  to  1970  total  U.S.  population. 

'Total  cardiovascular  disease  rates  include  rotes  of  death  due  to  ischemic  heart  disease  (93.8  per  1 00,000  in  District  of  Columbia  and  1 31 .0  per  1 00,000  in  the  United 
States)  and  rotes  of  death  due  to  stroke  (46.8  per  100,000  in  District  of  Columbia  and  42.0  per  100,000  in  the  United  States). 
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District  of  Columbia:  Risk  Factors  and  Preventive  Services,  1 997  and  1 998 


Risk  Factors  Among  Adults 

•  Of  all  states,  in  1998  the  District  of  Columbia  had  the  fifth 
highest  percentage  of  adults  who  reported  no  leisure-time 
physical  activity. 

•  Forty-nine  percent  of  blacks  and  41%  of  Hispanics, 
compared  with  21%  of  whites,  reported  no  leisure-time 
physical  activity. 

•  Of  all  states,  the  District  of  Columbia  had  the  sixth  highest 
percentage  of  adults  who  reported  eating  fewer  than  five 
servings  of  fruits  and  vegetables  per  day. 

Risk  Factors  Among  High  School  Students 

•  In  1997,  smoking  cigarettes  was  reported  by  33%  of 
Hispanics  and  22%  of  blacks  in  the  District  of  Columbia. 

•  Thirty-five  percent  of  male  and  30%  of  female  students 
reported  not  being  enrolled  in  physical  education  classes. 

•  Eating  fewer  than  five  servings  of  fruits  and  vegetables  per 
day  was  reported  by  70%  of  female  and  67%  of  male 
students. 


Preventive  Services 

•  Among  women  aged  50  years  or  older,  13%  of  blacks, 
compared  with  4%  of  whites,  reported  not  having  had  a 
mammogram  within  the  last  2  years. 

•  Among  adults  aged  50  years  or  older,  62%  of  blacks  and 
51%  of  whites  reported  not  having  had  a  sigmoidoscopy 
within  the  last  5  years. 

•  Among  adults  aged  50  years  or  older,  77%  of  blacks  and 
69%  of  whites  reported  not  having  had  a  fecal  occult  blood 
test  within  the  last  year. 

•  Among  adults  aged  18-64  years,  no  health  care  coverage 
was  reported  by  22%  of  Hispanics  and  16%  of  blacks, 
compared  with  8%  of  whites. 


Risk  Factors  and  Preventive  Services,  District  of  Columbia  Compared  With  United  States 
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In  1946,  the  World  Health  Organization  (WHO)  defined  health  as  "the  complete  state  of 
physical,  mental,  and  social  well-being  and  not  merely  the  absence  of  disease."  This 
definition  brought  together  mind  and  body.  In  the  fifty-five  years  since,  there  has  been  an 
increased  understanding  of  the  interrelationship  between  physical  health  and  mental  health. 


Missed  Opportunities 

Primary  care  is  an  ideal  setting  for  the  identification  of  mental  health  problems  and 
disorders  since  the  majority  of  people  seek  their  mental  health  care  in  these  settings. 
Primary  mental  health  conditions— depression,  alcohol  use,  anxiety,  sleep  problems, 
chronic  fatigue,  and  unexplained  somatic  symptoms — are  both  prevalent  and  amenable  to 
treatment  in  primary  care,  especially  when  they  are  identified  early.  However,  they  often 
goes  undetected  or  improperly  treated. 

•  Estimates  indicate  that  in  the  US,  58%  of  people  with  depression  are  not  identified 
or  adequately  treated  in  health  care  settings.1 

•  A  recent  study  found  a  17%  prevalence  of  alcohol  abuse  or  dependence,  but  only 
5%  of  patients  had  ever  had  an  alcohol  use  diagnosis  in  their  medical  record. 2 

•  Internationally,  between  66%  and  75%  of  people  with  a  mental  or  substance  abuse 
disorder  do  not  report  receiving  treatment.1 

Mind-Body  Relationship 

Numerous  studies  demonstrate  excess  mortality,  morbidity,  and  health  care  use  for  those 
with  mental  health  and  substance  abuse  disorders. 
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•  The  strongest  predictors  of  general  hospitalization  and  physician  visits  among 
patients  with  chronic  medical  illness  are  depression  and  psychological  stress.3 

•  Compared  to  non-depressed  patients,  depressed  patients  were  three  times  more 
likely  to  be  non-compliant  with  medical  treatment  recommendations.4 

•  Persons  with  mental  and  substance  abuse  disorders  are  two  times  more  likely  to 
smoke  and  thus  are  at  risk  for  the  associated  increased  rate  of  heart  disease,  lung 
disease,  and  cancers.5 

The  relationships  between  mental  health  and  physical  health  are  complex,  and  the  excess 
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morbidity  and  mortality  cannot  be  completely  explained  by  behavioral  factors.  There  are 
several  examples  of  a  physical  health  issues  that  demonstrate  this  complexity.  Depression 
has  been  the  most  widely  examined  of  these  relationships. 

Coronary  Heart  Disease 

•  Depression  occurs  in  35-45%  of  patients  who  have  experienced  a  heart  attack.6 

•  Depression  may  be  an  independent  risk  factor  for  death  in  patients  who  have 
experienced  a  heart  attack  and  in  others  with  coronary  heart  disease.7 


Depression  has  been  associated  with  an  increased  risk  of  developing  coronary  heart 
disease.8 

Diabetes 

•  It  is  estimated  that  10  to  15  %  of  people  with  diabetes  have  depression,  and  almost 
80%  have  a  re-occurrence  of  depression  during  a  5-year  follow-up  period.9 

•  Depressed  patients  have  increased  insulin  resistance  when  compared  with  non- 
depressed  patients.9 

Cancer 

•  Almost  half  of  all  cancer  patients  have  a  mental  disorder,  with  adjustment  disorders 
and  depressive  disorders  being  the  most  common. 10 

•  There  has  been  some  evidence  that  people  with  depression  are  at  risk  factors  for 
various  cancers.  Recent  studies  have  found  that  women  with  depression  were  at 
increased  risk  of  breast  cancer.11,12 

HIV/AIDS 

•  It  has  been  estimated  that  between  22-32%  of  HIV-infected  patients  have 
depression.13 

•  There  is  evidence  that  depression  may  hasten  progression  of  HIV  to  AIDS.14 

•  In  up  to  10%  of  HIV+  patients  a  neuropsychiatric  condition  may  be  the  first  sign  of 
the  disorder.10 

Primary  Mental  Health 

The  sheer  numbers  of  people  affected,  the  associated  disability,  and  the  fact  that  effective 
treatment  is  available  further  emphasizes  the  importance  of  addressing  mental  health 
problems  and  disorders  in  primary  care. 

•  In  a  recent  WHO  study  of  seven  countries,  the  12-month  prevalence  of  mental 
disorders  varied  widely  with  a  high  of  29%  in  the  US  experiencing  at  least  one 
mental  disorder  in  a  year  compared  to  a  low  of  8%  in  Turkey. 15 

In  spite  of  the  fact  that  the  prevalence  of  these  disorders  is  often  greater  in  primary  care 
settings,  these  disorders  often  go  undiagnosed  and  as  a  result  less  33%  of  those  who  need 
treatment  get  it.1 

If  we  look  specifically  at  suicide  the  importance  of  identification  in  primary  care  is  clear. 
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•  After  controlling  for  depression,  alcohol  abuse,  and  other  factors  the  presence  of  a 
general  medical  condition  increases  the  likelihood  of  suicidal  ideation,  and  the 
presence  of  cancer  or  asthma  was  associated  with  a  4-fold  increased  risk  of  a 
suicide  attempt.16 

•  In  1999, 19%  of  U.S.  9-12  grade  students  reported  seriously  considering  suicide.17 
Given  that  70%  of  U.S.  adolescents  see  a  primary  care  provider  at  least  once  a  year, 
primary  care  providers  are  in  a  unique  position  to  help  prevent  youth  suicide.18 

•  The  older  patients  are  more  likely  to  have  visited  a  primary  care  physician  on  the 
day  of  their  suicide  (20%),  the  week  before  (40%),  or  the  month  before  (70%).19 

Primary  care  settings  can  effectively  treat  many  mental  health  problems  and  disorders. 
Studies  have  demonstrated,  for  example,  that  by  integrating  mental  health  staff  within  a 
primary  care  setting  remission  rates  for  depression  can  be  produced  that  are  comparable  to. 
those  seen  in  specialty  care  efficacy  studies.20  Research  also  suggests  that  brief 
interventions  by  primary  care  providers  are  effective  in  reducing  problem  drinking.21  By 
addressing  mental  health  problems  and  disorders,  primary  care  settings  can  help  patients  to 
achieve  "the  complete  state  of  physical,  mental,  and  social  well-being  and  not  merely  the 
absence  of  disease." 
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Linked  to 
Substance  Use 


In  Brief 


•  Among  youths  aged  12  to  17, 
males  were  more  likely  than 
females  to  participate  in  violent 
behaviors 

•  Asian  youths  were  less  likely 
than  youths  from  other  racial/ 
ethnic  groups  to  engage  in 
serious  fighting  at  school  or 
work  and  attacking  others  with 
the  intent  to  seriously  hurt  them 

•  during  the  past  year 

•  Youths  who  reported 
participating  in  violence  during 
the  past  year  were  more  likely  to 
use  alcohol  and  illicit  drugs 
during  the  past  month  than 
youths  who  did  not  report  past 
year  violence 


The  1999  National  Household  Survey 
on  Drug  Abuse  (NHSDA)  asked 
youths  aged  12  to  17  to  report  on 
their  participation  in  violent  behavior  during 
the  year  before  the  survey,  including  serious 
fighting  at  school  or  work,  group-against- 
group  fighting,  and  attacking  others  with  the 
intent  to  seriously  hurt  them.  Youths  were 
also  asked  about  their  use  of  alcohol  and 
illicit  drugs  during  the  month  before  the 
survey.  Illicit  drug  use  was  defined  as  use  at 
least  once  of  marijuana/hashish,  cocaine 
(including  crack),  inhalants,  hallucinogens 
(including  PCP  and  LSD),  heroin,  or  any 
prescription-type  psychotherapeutic  used 
non-medically. 

Prevalence  of  Youth  Violence 

Violence  among  young  people  has  increased 
during  the  past  15  years.1  Of  the  estimated 
23  million  youths  in  the  United  States  aged 
12  to  17,  the  1999  NHSDA  showed  that 
more  than  5  million  reported  participating  in 
serious  fighting  at  school  or  work,  almost  4 
million  took  part  in  a  group-against-group 
fight,  and  almost  2  million  attacked  others 
with  the  intent  of  seriously  hurting  them 
during  the  past  year  (Figure  1).  Youths  aged 
14  or  15  were  more  likely  than  16  or  17  year 
olds  to  report  being  involved  in  serious 
fighting  at  school  or  work  during  the  past 
year,  and  youths  aged  14  to  17  were  more 
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Figure  1.  Estimated  Numbers  of  Youths  Aged  12  to 
17  Reporting  Participation  in  Violent  Behaviors 
During  the  Past  Year:  1999 
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Figure  2.  Percentages  of  Youths  Aged  12  to  17 
Reporting  Participation  in  Violent  Behaviors  During 
the  Past  Year,  by  Age:  1999 
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likely  than  12  or  13  year  olds  to 
report  attacking  others  with  the 
intent  to  seriously  hurt  them  in  the 
past  year  (Figure  2).  There  were  no 
significant  differences  between  age 
groups  in  reporting  group-against- 
group  fighting.  Males  were  more 
likely  than  females  to  participate  in 
these  violent  behaviors  (Figure  3). 
Asian  youths  (13  percent)  were  less 
likely  than  youths  from  other  racial/ 
ethnic  groups  (white  21  percent, 
American  Indian/ Alaska  Native  21 
percent,  Hispanic  25  percent,  and 
black  26  percent)  to  participate  in 
serious  fighting  at  school  or  work 
during  the  past  year  and  attacking 
others  with  the  intent  to  seriously 
hurt  them  during  the  past  year 
(Asian  4  percent  vs.  white  7  percent, 
Hispanic  9  percent,  American 
Indian/Alaska  native  9  percent,  and 
black  13  percent).  There  were  no 
clear  differences  between  racial/ 
ethnic  groups  in  reporting  past  year 
group-against-group  fighting.  Also, 
no  clear  differences  in  violent 
behaviors  emerged  between  youths 
who  lived  in  metropolitan  versus 
non-metropolitan  counties. 


Link  Between  Violent 
Behaviors  and  Use  of 
Alcohol  and  Illicit 
Drugs  

According  to  the  1999  NHSDA, 
youths  who  participated  in  violent 
behaviors  during  the  past  year  were 
more  likely  to  use  alcohol  and  illicit 
drugs  than  youths  who  did  not 
participate  in  violent  behaviors 
during  this  time  period  (Figure  4 
and  Figure  5).  For  example,  26 
percent  of  youths  who  had 
participated  in  a  serious  fight  at 
school  or  work  during  the  past  year 
reported  past  month  use  of  alcohol 
compared  with  14  percent  of  youths 
who  had  not  participated  in  a 
serious  fight  at  school  or  work 
during  the  past  year.  Also,  18 
percent  of  youths  who  had 
participated  in  a  serious  fight  at 
school  or  work  during  the  past  year 
reported  past  month  use  of  illicit 
drugs  compared  with  7  percent  of 
youths  who  had  not  participated  in 
a  serious  fight  at  school  or  work 
during  the  past  year. 


Summary 

Among  youths  aged  12  to  17,  males 
were  more  likely  than  females  to 
participate  in  violent  behaviors. 
Asian  youths  were  less  likely  than 
youths  from  other  racial/ethnic 
groups  to  report  serious  fighting  at 
school  or  work  during  the  past  year 
and  attacking  others  with  the  intent 
to  seriously  hurt  them  during  the 
past  year.  NHSDA  findings 
illustrate  the  close  link  between 
youths'  participation  in  violent 
behaviors  and  their  use  of  alcohol 
and  illicit  drugs.  Youths  who 
engaged  in  violent  behaviors  during 
the  past  year  were  more  likely  to 
report  past  month  alcohol  and  illicit 
drug  use  than  youths  who  did  not 
engage  in  violent  behaviors  during 
the  past  year. 


End  Note: 

'Centers  for  Disease  Control  and  Prevention. 
(2001 ,  January).  Youth  violence:  A  report  of 
the  Surgeon  General [on-line].  Available: 
http://www.su  rgeongeneral.gov/library/ 
youthviolence/youvioreport.htm  [2001 ,  June 
11]. 
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Figure  3.  Percentages  of  Youths  Aged  12  to  17 
Reporting  Participation  in  Violent  Behaviors  During 
the  Past  Year,  by  Gender:  1999 
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Figure  4.  Percentages  of  Youths  Aged  12  to  17 
Reporting  Past  Month  Alcohol  Use,  by  Whether  or 
Not  They  Participated  in  Violent  Behaviors  During 
the  Past  Year:  1999* 
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The  National  Household  Survey  on  Drug  Abuse  (NHSDA)  is  an  annual 
survey  sponsored  by  the  Substance  Abuse  and  Mental  Health  Services 
Administration  (SAMHSA).  The  1999  data  are  based  on  information 
obtained  from  nearly  70,000  persons  aged  12  or  older.  The  survey  collects 
data  by  administering  questionnaires  to  a  representative  sample  of  the 
population  through  face-to-face  interviews  at  their  place  of  residence. 

The  NHSDA  Report  is  prepared  by  the  Office  of  Applied  Studies  (OAS), 
SAMHSA,  and  by  RTt  in  Research  Triangle  Park,  North  Carolina. 

Information  and  data  for  this  issue  are  based  on  the  following  publication 
and  statistics: 

Substance  Abuse  and  Mental  Health  Services  Administration.  (2000) 
Summary  of  findings  from  the  1999  National  Household  Survey  on  Drug 
Abuse  (DHHS  Publication  No.  SMA  00-3466).  Rockville,  MD:  Author. 

Also  available  on-line:  http://www.DrugAbuseStaiistics.samhsa.gov 

Additional  tables:  3.31  A;  3.31  B;  3.32A;  3.32B;  3.36A;  3.36B  from 
httpy/www.samhsa.gov/oas/nhsda/2kdetailedtabsA/ol_1_Part_3A/i  P3.htm. 
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Figure  5.  Percentages  of  Youths  Aged  12  to  17 
Reporting  Past  Month  Illicit  Drug  Use,**  by  Whether 
or  Not  They  Participated  in  Violent  Behaviors  During 
the  Past  Year:  1999* 
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Figure  Notes 

'Data  presented  differ  from  previously  published  data  from  the  1 999  NHSOA 
because  of  corrections  made  to  imputation  procedures. 

"Illicit  Drug  Use  was  defined  as  use  at  least  once  of  marijuana/hashish, 
cocaine  (including  crack),  heroin,  hallucinogens  (including  LSD  and  PCP), 
inhalants,  or  any  prescription-type  psychotherapeutic  used  non-medically. 


Source  (all  figures):  SAMHSA  1999  NHSDA 


January 

National  Glaucoma  Awareness  Month 


Glaucoma  is  an  eye  disease  in  which  the  normal  fluid  pressure  inside  eyes  slowly  rises,  leading 
to  vision  loss  or  even  blindness. 

Anyone  can  get  glaucoma  but  some  people  are  at  higher  risk.  This  would  include 

1 .  Blacks  over  40 

2.  Anyone  over  the  age  of  60 

3.  People  with  a  family  history  of  Glaucoma 

Among  Blacks,  studies  show  that  glaucoma  is: 

1 .  5  times  more  likely  to  occur  in  Blacks  than  Whites 

2.  About  4  times  more  likely  to  cause  blindness  in  Blacks  than  Whites 

3.  15  times  more  likely  to  cause  blindness  in  Blacks  between  the  ages  of  45-64  than  in 
Whites  of  the  same  age 

The  best  way  to  protect  your  vision  if  you  fall  into  the  categories  above  would  be  to 
have  your  eyes  examined  (dilated  pupils)  every  two  years. 


Suggested  Activities: 

•  Administer  the  Glaucoma  Quiz-a  10  question  quiz  that  can  help  people  at  high  risk  for 
glaucoma  learn  more  about  the  disease. 

•  Provide  information  on  Glaucoma  and  it's  incidence  in  the  African  American  community 

•  Hold  a  Glaucoma  Screening  event.  Contact  your  local  hospital  community  affairs  office 
for  assistance  in  locating  an  eye  professional  to  conduct  the  screening. 


For  more  information: 
Prevent  Blindness  America 

500  East  Remington  Road 
Schaumburg,  IL  60173 
(800)  331-2020 
info@preventblindness.org 
www.preventblindness.org 

Materials  available 
Contact:  Information  Center 


Don't  lose  sight  of  glaucoma 

Information  for  people  at  risk 


1.  What  is  glaucoma? 

Glaucoma  is  an  eye  disease  in  which  the  normal 
fluid  pressure  inside  the  eyes  slowly  rises,  leading  to 
vision  loss — or  even  blindness.  This  brochure  is  about 
open-angle  glaucoma,  the  most  common  form  of 
the  disease. 

2.  What  causes  it? 

At  the  front  of  the  eye,  there  is  a  small  space  called 
the  anterior  chamber.  Clear  fluid  flows  in  and  out  of 
the  chamber  to  bathe  and  nourish  nearby  tissues.  In 
glaucoma,  for  still  unknown  reasons,  the  fluid  drains 
too  slowly  out  of  the  eye.  As  the  fluid  builds  up,  the 
pressure  inside  the  eye  rises.  Unless  this  pressure  is 
controlled,  it  may  cause  damage  to  the  optic  nerve 
and  other  parts  of  the  eye  and  loss  of  vision. 


3.  Who  is  most  likely  to  get  it? 

Nearly  3  million  people  have  glaucoma,  a  leading 
cause  of  blindness  in  the  United  States.  Although 
anyone  can  get  glaucoma,  some  people  are  at  higher 
risk.  They  include: 

•  Blacks  over  the  age  of  40. 

•  Anyone  over  the  age  of  60. 

•  People  with  a  family  history  of  glaucoma. 

Among  Blacks,  studies  show  that  glaucoma  is: 

•  Five  times  more  likely  to  occur  in  Blacks  than  in 
Whites. 

•  About  four  times  more  likely  to  cause  blindness  in 
Blacks  than  in  Whites. 

•  Fifteen  times  more  likely  to  cause  blindness  in  Blacks 
between  the  ages  of  45-64  than  in  Whites  of  the  same 
age  group. 

4.  What  are  the  symptoms? 

At  first,  there  are  no  symptoms.  Vision  stays  normal, 
and  there  is  no  pain.  However,  as  the  disease  pro- 
gresses, a  person  with  glaucoma  may  notice  his  or  her 
side  vision  gradually  failing.  That  is,  objects  in  front 
may  still  be  seen  clearly,  but  objects  to  the  side  may 
be  missed.  As  the  disease  worsens,  the  field  of  vision 
narrows  and  blindness  results. 

5.  How  is  it  detected? 

Many  people  may  know  of  the  "air  puff"  test  or 
other  tests  used  to  measure  eye  pressure  in  an  eye 
examination.  But,  this  test  alone  cannot  detect 
glaucoma.  Glaucoma  is  found  most  often  during 
an  eye  examination  through  dilated  pupils.  This 
means  drops  are  put  into  the  eyes  during  the  exam 
to  enlarge  the  pupils.  This  allows  the  eye  care 
professional  to  see  more  of  the  inside  of  the  eye 
to  check  for  signs  of  glaucoma. 


here 


6.  How  can  it  be  treated? 

Although  open-angle  glaucoma  cannot  be  cured, 
it  can  usually  be  controlled.  The  most  common 
treatments  are: 

Medications 

These  may  be  either  in  the  form  of  eyedrops  or  pills. 
Some  drugs  are  designed  to  reduce  pressure  by  slowing 
the  flow  of  fluid  into  the  eye.  Others  help  to  improve 
fluid  drainage. 

For  most  people  with  glaucoma,  regular  use  of 
medications  will  control  the  increased  fluid  pressure. 
But,  these  drugs  may  stop  working  over  time.  Or, 
they  may  cause  side  effects. 

If  a  problem  occurs,  the  eye  care  professional  may 
select  other  drugs,  change  the  dose,  or  suggest  other 
ways  to  deal  with  the  problem. 

Laser  Surgery 

During  laser  surgery,  a  strong  beam  of  light  is  focused 
on  the  part  of  the  anterior  chamber  where  the  fluid 
leaves  the  eye.  This  results  in  a  series  of  small  changes, 
which  makes  it  easier  for  fluid  to  exit  the  eye.  Over 
time,  the  effect  of  laser  surgery  may  wear  off.  Patients 
who  have  this  form  of  surgery  may  need  to  keep  taking 
glaucoma  drugs. 

Surgery 

Surgery  can  also  help  fluid  escape  from  the  eye  and 
thereby  reduce  the  pressure.  However,  surgery  is 
usually  reserved  for  patients  whose  pressure  cannot 
be  controlled  with  eyedrops,  pills,  or  laser  surgery. 


7.  What  research  is  being 
done? 

A  large  amount  of  research  is  being  done  in  the  U.S. 
to  learn  what  causes  glaucoma  and  to  improve  its 
diagnosis  and  treatment.  For  instance,  the  National 
Eye  Institute  (NEI)  is  funding  a  number  of  studies  to 
find  out  what  causes  fluid  pressure  to  increase  in  the 
eye.  By  learning  more  about  this  process,  doctors  may 
be  able  to  learn  the  exact  cause  of  the  disease  and 
learn  better  how  to  prevent  and  treat  it.  The  NEI  also 
supports  clinica)  trials  of  new  drugs  and  surgical 
techniques  that  show  promise  against  glaucoma. 

8.  What  can  you  do  to  protect 
your  vision? 

Studies  have  shown  that  early  detection  and  treat- 
ment of  glaucoma,  before  it  causes  major  vision  loss, 
is  the  best  way  to  control  the  disease.  So,  if  you  fall 
into  one  of  the  high-risk  groups  for  the  disease,  make 
sure  to  have  your  eyes  examined  through  dilated 
pupils  every  two  years  by  an  eye  care  professional. 


To  learn  more  about  glaucoma,  write: 
National  Eye  Health  Education  Program 
2020  Vision  Place 
Bethesda,  MD 
20892-3655 
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Take  this  Eye-Q  test  — 
See  how  much  you  know 
about  glaucoma 

Fifty  million  Americans  are  at  risk  for  vision  loss  from  glaucoma,  a  leading 
cause  of  blindness  in  the  United  States.  Are  you  one  of  them?  If  you  are,  do 
you  know  how  to  reduce  your  risk  of  blindness?  To  determine  how  high  your 
Eye-Q  is,  answer  the  following  questions  about  glaucoma. 


^   Glaucoma  is  more  common  in  Blacks 
than  in  Whites. 


2   Glaucoma  tends  to  run  in  families. 


True     False      Not  Sure 

□    □  □ 


□  □ 


^  A  person  can  have  glaucoma  and  not  | 
know  it.  . 


□ 
□ 


^  People  over  age  60  are  more  likely  to 
get  glaucoma. 


g   Eye  pain  is  often  a  symptom  of 
glaucoma. 


□    □  □ 


g   Glaucoma  can  be  controlled. 

y   Glaucoma  is  caused  by  increased 
eye  pressure. 


g  Vision  lost  from  glaucoma  can  be 
restored. 


0  A  complete  glaucoma  exam  consists 
only  of  measuring  eye  pressure. 

People  at  risk  for  glaucoma  should 
have  an  eye  examination  through 
dilated  pupils. 


□  □  □ 

□  □  □ 


□    □  □ 


□    □  □ 


□    □  □ 


To  see  if  you  have  a  perfect  Eye-Q  score,  read  all  the  answers  on  the  back.  If 
you  got  9  or  10  right,  congratulations.  You  know  a  lot  about  glaucoma.  If  you 
missed  some,  review  the  answers  so  you  can  share  your  knowledge  with  your 
family  and  friends. 


Answers 


J  True.  In  a  study  funded  by  the  National  Eye  Institute,  researchers  at  The  Johns  Hopkins 
University  reported  that  glaucoma  is  three  to  four  times  more  likely  to  occur  in  Blacks  than  in 
Whites.  In  addition,  glaucoma  is  six  times  more  likely  to  cause  blindness  in  Blacks  than  in  Whites. 

2  True.  Although  glaucoma  tends  to  run  in  families,  a  hereditary  basis  has  not  been  established. 
If  someone  in  your  immediate  family  has  glaucoma,  you  should  have  your  eyes  examined 
through  dilated  pupils  at  least  every  two  years. 

g  True.  The  early  stages  of  open-angle  glaucoma,  the  most  common  form,  usually  have  no 
warning  signs.  However,  as  the  disease  progresses,  a  person  with  glaucoma  may  notice  his  or 
her  side  vision  gradually  failing. 

^  True.  Everyone  over  age  60  has  an  increased  risk  for  glaucoma.  Other  groups  at  increased 
risk  include  Blacks  over  age  40  and  people  with  a  family  history  of  the  disease. 

g   False*  People  with  glaucoma  usually  do  not  experience  pain  from  the  disease. 

g  True.  Although  glaucoma  cannot  be  cured,  it  usually  can  be  controlled  by  eyedrops  or  pills, 
conventional  surgery,  or  laser  surgery.  Sometimes  eye  care  professionals  will  recommend  a 
combination  of  surgery  and  medication. 

y  True.  In  glaucoma,  for  reasons  still  not  completely  understood,  fluid  drains  too  slowly  out  of 
the  eye.  As  the  fluid  builds  up,  the  pressure  inside  the  eye  rises.  Unless  this  pressure  is 
controlled,  it  may  cause  damage  to  the  optic  nerve  and  other  parts  of  the  eye  and  loss  of  vision. 

g  False.  Vision  loss  from  glaucoma  is  permanent.  However,  with  early  detection  and  treatment, 
the  progression  of  visual  loss  can  be  slowed,  or  halted,  and  the  risk  of  blindness  reduced. 

g  False.  A  measurement  of  eye  pressure  by  tonometry,  though  an  important  part  of  a  compre- 
hensive eye  exam,  is  by  itself  not  sufficient  for  the  detection  of  glaucoma.  Glaucoma  is  detected 
most  often  during  an  eye  examination  through  dilated  pupils.  This  means  drops  are  put  into  the 
eyes  during  the  exam  to  enlarge  the  pupils,  which  allows  the  eye  care  professional  to  see  more 
of  the  inside  of  the  eye  to  check  for  signs  of  glaucoma.  When  indicated,  a  visual  field  test  should 
also  be  performed. 

True.  An  eye  examination  through  dilated  pupils  is  the  best  way  to  diagnose  glaucoma. 
Individuals  at  increased  risk  for  the  disease  should  have  their  eyes  examined  through  dilated 
pupils  at  least  every  two  years  by  an  eye  care  professional. 


Get  your  eyes  examined. 
Don't  lose  sight  of  glaucoma. 

Fbr  more  information  about  glaucoma,  write: 
National  Eye  Health  Education  Program 
2020  Vision  Place 
Bethesda,  MD  20892-3655 
www.nei.nih.gov 
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National  Institutes  of  Health 
National  Eye  Institute 


The  National  Eye  Institute  does  not  provide  referrals  or 


recommend  specific  eye  care  professionals.  However,  you  may 
wish  to  consider  the  following  ways  of  finding  a  professional  to 
provide  your  eye  care. 

The  National  Eye  Institute  (NEI),  a  part  of  the  National  Institutes 
of  Health,  is  the  Federal  Government's  principal  agency  for 
conducting  and  supporting  research  on  the  prevention,  diagnosis, 
treatment,  and  rehabilitation  of  eye  diseases  and  disorders  of  the 
visual  system.  Inclusion  in  this  resource  sheet  does  not  imply 
endorsement  by  the  National  Eye  Institute  or  the  National 
Institutes  of  Health. 

•  Ask  family  members  and  friends  about  eye  care 
professionals  they  use. 

•  Ask  your  family  doctor  for  the  name  of  a  local  eye  care 
specialist. 


•  Call  the  department  of  ophthalmology  or  optometry  at  a 
nearby  hospital,  university  medical  center  or  medical 

•  Contact  a  state  or  county  association  of  ophthalmologists  or 
optometrists.  These  groups,  usually  called  academies  or 
societies,  may  have  lists  of  eye  care  professionals  with 
specific  information  on  specialty  and  experience. 

•  Contact  your  insurance  company  or  health  plan  to  learn 
whether  it  has  a  list  of  eye  care  professionals  that  are 
covered  under  your  plan. 


Professional 
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•  At  a  bookstore  or  library,  check  on  available  journals  and 
books  about  choosing  a  physician  and  medical  treatment. 
Here  are  some  examples: 

•  Most  large  libraries  have  the  reference  set  The 
ABMS  Compendium  of  Certified  Medical 
Professionals,  which  lists  board-certified 
ophthalmologists,  each  with  a  small  amount  of 
biographical  information.  A  library  reference 
specialist  can  also  help  you  identify  other  books 
on  finding  health  care  professionals  or  help  you 
seek  additional  information  about  local  eye 
physicians  using  the  Internet. 

•  Each  year  usually  in  August  the  magazine  U.S. 
News  and  World  Report  features  an  article  that 
rates  hospitals  in  the  United  States. 

•  The  American  Academy  of  Ophthalmology  coordinates 
FIND  AN  OPHTHALMOLOGIST  an  on-line  listing  of 
member  ophthalmologists  practicing  in  the  United  States 
and  abroad.  This  service  is  designed  to  help  the  general 
public  locate  ophthalmologists  within  a  specific  region. 
Website:  http://www.eyenet.org/ 

•  The  International  Society  of  Refractive  Surgery  maintains 
comprehensive  directory  of  surgeons  around  the  world  who 
are  currently  performing  refractive  surgery.  Telephone: 
(407)  786-7446.  E-mail:  isrshq@isrs.org.  Website: 
http://www.isrs.org. 

•  The  Blue  Book  of  Optometrists  and  The  Red  Book  of 
Ophthalmologists,  now  available  online,  can  be  used  to  find 
doctors  in  U.S.  Puerto  Rico,  and  Canada.  This  resource  is 
helpful  when  you  know  the  doctor's  name,  but  need  contact 
information.  Website:  http://www.eyeflnd.com/. 

•  Administrators  in  Medicine  and  the  Association  of  State 
Medical  Board  Executive  Directors  have  launched 
DocFinder,  an  online  database  that  helps  consumers  learn 
whether  any  malpractice  actions  have  been  taken  against  a 
particular  doctor.  The  site  provides  links  to  the  licensing 
boards  in  the  participating  states.  Website: 
http://www.docboard.org/. 
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•  The  American  Association  of  Eye  and  Ear  Hospitals 
(AAEEH)  is  comprised  of  the  premier  centers  for 
specialized  eye  and  ear  procedures  in  the  world.  Association 
members  are  major  referral  centers  that  offer  some  of  the 
most  innovative  teaching  programs,  and  routinely  treat  the 
most  severely  ill  eye  and  ear  patients.  Telephone:  (202) 
347-1993.  A  list  of  member  facilities  is  available  online  at 
http://wvvw.aaeeh.org/locations.html. 

w  NEI  Home  Page        *  NIH  Home  Page  w  Search  Site 

•  NEI  Text-Only  Site     •  NIH  Disease  Subject  Index      •  Site  Map 


September  2000 


i 

i 
l 
i 

i 
i 

■ 
* 

i 

i 

ii 

f 

l 
I 


10/18/01  5:58  P 


Factsheet:  Financial  Aid  for  Eye  Care 


http://www.nei.  nih.gov/publicaiions/aid.ium 


Home  :  Publications  :  NEI  Factsheet  --  Financial  Aid  for  Eye  Care 


National  Institutes  of  Health 
National  Eye  Institute 


Financial  Aid  for  Eye  Care 


The  National  Eye  Institute  (NEI),  part  of  the  National  Institutes  of 
Health,  is  the  Federal  Government's  principal  agency  for 
conducting  and  supporting  research  on  the  prevention,  diagnosis, 
treatment,  and  rehabilitation  of  eye  diseases  and  disorders  of  the 
visual  system.  Inclusion  in  this  resource  sheet  does  not  imply 
endorsement  by  the  National  Eye  Institute  or  by  the  National 
Institutes  of  Health. 

Many  state  and  national  resources  regularly  provide  aid  to  people 
with  vision  problems.  The  National  Eye  Institute,  which  supports 
eye  research,  does  not  help  individuals  pay  for  eye  care.  However, 
if  you  are  in  need  of  financial  aid  to  assess  or  treat  an  eye 
problem,  you  might  contact  one  or  more  of  the  following 
programs. 

You  may  also  contact  a  social  worker  at  a  local  hospital  or  other 
community  agency.  Social  workers  often  are  knowledgeable 
about  community  resources  that  can  help  people  facing  financial 
and  medical  problems. 

EyeCare  America  -  National  Eye  Care  Project,  coordinated  by 
the  American  Academy  of  Ophthalmology  (AAO),  provides  free 
and  low-cost  eye  exams  for  U.S.  citizens  65  and  older  who  have 
not  had  access  to  an  ophthalmologist  in  the  past  three  years. 
Telephone:  1-800-222-EYES.  Website: 
http://www.eyenet.org/public/pi/service/necp.html 

VISION  USA,  coordinated  by  the  American  Optometric 
Association  (AOA),  provides  free  eye  care  to  uninsured, 
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low-income  workers  and  their  families.  Screening  for  the  program 
takes  place  only  during  January  of  each  year,  with  exams 
provided  later  in  the  year.  Telephone:  1-800-766-4466 

Lions  Clubs  International  provides  financial  assistance  to 
individuals  for  eye  care  through  local  clubs.  There  are  Lions 
Clubs  in  most  localities,  and  services  vary  from  club  to  club. 
Check  your  telephone  book  for  the  telephone  number  and  address 
of  your  local  club.  The  telephone  number  for  the  national  office  is 
(630)  571-5466. 

Celebrate  Sight:  Do  You  Know  Your  Glaucoma  Risk? 

coordinated  by  the  American  Academy  of  Ophthalmology,  is  a 
program  offering  free  examinations  and  treatment  for  glaucoma  to 
'    people  who  do  not  have  medical  insurance.  Telephone: 
1-800-391 -EYES.  Website: 

http://www.eyenet.org/public/glaucoma/gl_200 1  .html 

Mission  Cataract  USA,  coordinated  by  the  Volunteer  Eye 
Surgeons'  Association,  is  a  program  providing  free  cataract 
surgery  to  people  of  all  ages  who  have  no  other  means  to  pay. 
Surgeries  are  scheduled  annually  on  one  day,  usually  in  May. 
Telephone:  1-800-343-7265 

Knights  Templar  Eye  Foundation  provides  assistance  for  eye 
surgery  for  people  who  are  unable  to  pay  or  receive  adequate 
assistance  from  current  government  agencies  or  similar  sources. 
Mailing  address:  5097  North  Elston  Avenue,  Suite  100,  Chicago, 
IL  60630-2460.  Telephone:  (773)  205-3838.  E-mail: 
ktef@knightstemplar.org.  Website: 
http://www.knightstemplar.org/ktef/. 

Sight  for  Students,  a  Vision  Service  Plan  (VSP)  program  in 
partnership  with  The  Entertainment  Industry  Foundation, 
provides  eye  exams  and  glasses  to  children  1 8  years  and  younger 
whose  families  cannot  afford  vision  care.  Telephone: 
1-888-290-4964.  Website:  http://www.sightforstudents.org/. 

New  Eyes  for  the  Needy  provides  vouchers  for  the  purchase  of 
new  prescription  eyeglasses.  Mailing  address:  549  Millburn 
Avenue,  P.O.  Box  332,  Short  Hills,  NJ  07078-0332.  Telephone: 
(973)  376-4903. 

The  Medicine  Program  assists  people  to  enroll  in  one  or  more  of 
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the  many  patient  assistance  programs  that  provide  prescription 
medicine  free-of-charge  to  those  in  need.  Patients  must  meet  the 
sponsor's  criteria.  The  program  is  conducted  in  cooperation  with 
the  patient's  doctor.  Mailing  Address:  P.O.  Box  4182,  Poplar 
Bluff,  MO  63902-4182.  Telephone:  (573)  996-7300.  E-mail: 
help@themedicineprogram.com.  Website: 
http://vvww.themedicineprogram.com 

Directory  of  Prescription  Drug  Patient  Assistance  Programs 
1999-2000,  published  by  Pharmaceutical  Research  and 
Manufacturers  of  America,  identifies  company  programs  that 
provide  prescription  medications  free  of  charge  to  physicians  for 
their  needy  patients.  A  copy  of  the  directory  is  available  online  at 
http://vmw.phrma.org/patients.  Telephone:  1-800-PMA-INFO. 
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January  is.. 


GLAUCOMA  AWARENESS  MONTH 

Increase  awareness  of  glaucoma  and  help  reduce  severe  vision  loss  and  blindness. 

Order  the  National  Eye  Health  Education  Program's  (NEHEP's)  Glaucoma  Awareness 
Month  Resource  Guide,  a  valuable  tool  that  contains  a  variety  of  materials  and 
resources  for  planning  successful  Glaucoma  Awareness  Month  activities.  In  the 
resource  guide,  you  will  find 

•  A  community  activity  guide 

•  A  resource  directory 

•  Print  and  radio  public  service  announcements 

•  A  sample  brochure  and  bookmark 

•  An  annotated  materials  list  and  order  form 
...  and  much  more 

To  receive  a  FREE  Glaucoma  Awareness  Month  Resource  Guide,  call 
1-800-869-2020  or  complete  and  fax  this  form  to  301-402-1 065. 

□  Yes,  I  would  like  to  receive  Glaucoma  Awareness  Month  Resource  Guide(s). 

Name:  

Title:   

Organization:   

Address: 


pity,  State,  ZIP:   

Phone:  Fax: 


Is  this  your  first  time  contacting  the  NEHEP?    Yes    □      No  □ 

Glaucoma  Awareness  Month  is  sponsored  by  the  National  Eye  Health  Education 
Program  Partnership,  which  represents  leading  public  and  private  organizations  in  the 
area  of  eye  health.  The  Partnership  is  coordinated  by  the  National  Eye  Institute  of  the 
National  Institutes  of  Health. 
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February 
American  Heart  Month 


Cardiovascular  Disease,  which  is  commonly  called  Heart  Disease,  is  the  leading  cause  of  death 
for  all  Americans. 

Heart  diseases  would  include  high  blood  pressure,  heart  attack  and  rheumatic  heart  disease. 

There  are  several  risk  factors  for  heart  disease.  Risk  factors  are  habits  or  traits  that  make  a 
person  more  likely  to  develop  a  disease.  Some  risk  factors  for  heart-related  problems  cannot  be 
changed,  but  many  can  be. 

The  major  risk  factors  for  cardiovascular  disease  that  you  can  change  are  cigarette  smoking,  high 
blood  cholesterol,  obesity,  and  physical  inactivity. 

Other  risk  factors,  such  as  diabetes,  are  also  conditions  you  have  some  control  over.  The  impact 
of  changing  just  one  risk  factor  will  lower  your  chances  of  having  heart-related  problems.  The 
more  risk  factors  you  have,  the  more  likely  you  are  to  develop  cardiovascular  diseases,  and  the 
more  concerned  you  should  be  about  protecting  your  heart  health. 


Suggested  Activities: 

■  Administer  the  Healthy  Heart  Quiz 

■  Distribute  information  on  health  heart  habits 

■  Contact  your  local  hospital  community  affairs  office  for  assistance  in  identifying  a 
physician  or  nurse  to  do  blood  pressure  and  cholesterol  screenings 

For  more  information: 
American  Heart  Association 

1-800-AHA-USA1  (242-8721) 
Website:  http//www.americanheart.org 

National  Heart,  Blood  and  Lung  Information  Center 

301-592-8573 

www.nhlbi.nih.gov 
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Preventing  Heart  Disease 

and  Stroke: 

Addressing  the  Nation's  Leading  Killers 

2002 


CDC  Funding  for  State  Cardiovascular  Health  Programs, 

Fiscal  Year  2001 
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□  No  CDC/NCCDPHP  Funding 
[3  Funding  for  Core  Program 


Funding  for  Comprehensive  Program 


"We  have  the  scientific  knowledge  to  create  a  world  in  which  most  cardiovascular  disease  could  be 
eliminated.  In  such  a  world,  preventive  practices  would  be  incorporated  early  in  life  as  a  matter 
of  course;  everyone  would  have  access  to  positive  healthy  living,  smoke-free  air,  good  nutrition, 
regular  physical  activity,  and  supportive  living  and  working  environments. " 

The  Victoria  Declaration  on  Heart  Health 


Updated  April  2002 
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Heart  Disease  and  Stroke:  The  Nation's  Leading  Killers 


Heart  disease  and  stroke — the  principal  components  of 
cardiovascular  disease — are  the  first  and  third  leading 
causes  of  death  in  the  United  States,  accounting  for 
more  than  40%  of  all  deaths.  About  950,000 
Americans  die  of  cardiovascular  disease  each  year, 
which  amounts  to  one  death  every  33  seconds. 
Although  cardiovascular  disease  is  often  thought  to 
primarily  affect  men  and  older  people,  it  is  a  major 
killer  of  women  and  people  in  the  prime  of  life.  More 
than  half  of  all  cardiovascular  disease  deaths  each  year 
occur  among  women. 

Deaths  Only  Part  of  the  Picture 

A  consideration  of  deaths  alone  understates  the 
burden  of  cardiovascular  disease.  About  61  million 
Americans  (almost  one-fourth  of  the  population)  live 
with  this  disease.  Heart  disease  is  a  leading  cause  of 
disability  among  working  adults.  Stroke  alone  accounts 
for  disability  among  more  than  1  million  Americans. 
Almost  6  million  hospitalizations  each  year  are  due  to 
cardiovascular  disease. 

The  economic  impact  of  cardiovascular  disease  on  the 
U.S.  health  care  system  continues  to  grow  as  the 
population  ages.  The  estimated  cost  of  cardiovascular 
disease  in  the  United  States  in  2001  is  $298  billion, 
including  health  care  expenditures  and  lost 
productivity. 


Risk  Behaviors  Are  Largely  Responsible 

Three  health-related  behaviors  contribute  markedly  to 
heart  disease  and  stroke: 

•  Tobacco  use.  Smokers  have  twice  the  risk  for  heart 
attack  of  nonsmokers.  Nearly  one-fifth  of  all  deaths 
from  cardiovascular  disease,  or  about  190,000 
deaths  a  year,  are  smoking-related.  Every  day,  more 
than  3,000  young  people  become  daily  smokers. 

•  Lack  of  physical  activity.  People  who  are  not 
physically  active  have  twice  the  risk  for  heart 
disease  of  those  who  are  active.  More  than  half  of 
U.S.  adults  do  not  achieve  recommended  levels  of 
physical  activity. 

•  Poor  nutrition.  People  who  are  overweight  have  a 
higher  risk  for  cardiovascular  disease.  Almost  60% 
of  U.S.  adults  are  overweight  or  obese.  Only  18% 
of  women  and  20%  of  men  report  eating  five 
servings  of  fruits  and  vegetables  each  day. 

Modifying  these  behaviors  is  critical  both  for 
preventing  and  for  controlling  cardiovascular  disease. 
Other  steps  that  adults  with  cardiovascular  disease 
should  take  to  reduce  their  risk  for  death  and  disability 
include  adhering  to  treatment  for  high  blood  pressure 
and  cholesterol,  using  aspirin  as  appropriate,  and 
learning  the  symptoms  of  heart  attack  and  stroke, 
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CDC's  National  Leadership 


Establishing  a  Nationwide  Prevention  Program 

CDC  has  provided  leadership  in  developing  Preventing 
Death  and  Disability  torn  Cardiovascular  Diseases:  A 
State-Based  Plan  for  Action,  a  plan  to  ensure  that  every 
state  is  part  of  a  comprehensive  national  program  to 
prevent  cardiovascular  disease  and  target  its  risk  factors. 

With  fiscal  year  2001  funding  of  approximately 
$35  million,  CDC  supported  21  states  and  the  District 
of  Columbia  to  develop  cardiovascular  health 
programs  and  provided  more  substantive  support  to  six 
states  for  comprehensive  programs.  For  fiscal  year 
2002,  Congress  has  appropriated  $37.4  million  to 
support  CDC's  cardiovascular  health  program.  CDC 
works  with  key  partners  such  as  the  American  Heart 
Association;  the  American  Stroke  Association;  the 
Centers  for  Medicare  and  Medicaid  Services;  the 
National  Heart,  Lung,  and  Blood  Institute;  the 
National  Institute  of  Neurological  Disorders  and' 
Stroke;  and  the  National  Stroke  Association  to 
establish  critical  national  elements  to  support  state- 
based  programs.  These  elements  include  health 
communications,  epidemiologic  research,  state-based 
surveillance,  and  outreach  to  community  health 
centers. 

Strengthening  the  Science  Base 

CDC  strengthens  and  expands  the  scientific  basis  for 
prevention  by  examining  the  health  effects  of  major 
risk  factors.  For  example,  CDC's  National  Standards 
Laboratory  is  a  state-of-the-art  facility  that  supports 
research  to  better  define  the  relationship  between 
levels  of  cholesterol  and  other  related  lipids  and  the 
risk  of  developing  heart  disease.  This  laboratory  has 
established  national  reference  standards  for  cholesterol 
measurement  that  are  used  throughout  the  country. 

Targeting  Risk  Behaviors 

Studies  have  shown  that  people  can  reduce  their  risk 
for  cardiovascular  disease  by  modifying  their  behavior. 
For  example,  quitting  smoking  reduces  a  person's  risk 
for  heart  disease.  Improved  nutrition  and  increased 
physical  activity  help  to  control  high  blood  pressure, 
lower  cholesterol,  and  reduce  obesity. 

To  reduce  the  prevalence  of  tobacco  use,  CDC 
supports  and  coordinates  tobacco-use  prevention 
programs  in  all  50  states  and  the  District  of  Columbia. 
These  programs  target  groups  most  at  risk,  including 


young  people,  members  of  racial  and  ethnic  minorities, 
women,  and  people  of  low  socioeconomic  status. 

In  fiscal  year  2001,  Congress  provided  funding  for 
CDC  to  conduct  applied  research  on  obesity  and  to 
work  with  1 2  states  to  develop  nutrition  and  physical 
activity  programs  to  prevent  and  control  obesity  and 
other  chronic  diseases. 

First  National  Conference 

The  First  National  CDC  Prevention  Conference  on 
Heart  Disease  and  Stroke,  held  in  August  2001  in 
Atlanta,  GA,  was  attended  by  more  than  400 
participants  representing  state  health  departments, 
federal  agencies,  and  national  partners.  The  focus  was 
on  building  and  expanding  comprehensive  state-based 
cardiovascular  health  programs  through  an  emphasis 
on  environmental  and  policy  interventions.  Examples 
of  such  interventions  include  establishing  good 
nutrition  policies  in  schools  and  promoting  physical 
activity  in  the  workplace. 

Investing  in  Our  Children's  Future 

Reducing  the  burden  of  cardiovascular  disease  in  the 
United  States  largely  depends  on  reaching  young 
people  early,  before  they  adopt  unhealthy  behaviors. 
In  2001,  CDC  provided  20  states  with  the  resources  to 
support  coordinated  school  health  programs.  These 
programs  give  young  people  the  skills  they  need  to 
avoid  health  risks  such  as  tobacco  use,  unhealthy 
eating,  and  inadequate  physical  activity. 


State  Programs  in  Action: 

In  South  Carolina,  93  teachers  from  1 1  school 
districts  attended  a  1-day  workshop  that  trained 
teachers  to  help  students  avoid  risk  behaviors  for 
cardiovascular  disease.  Follow-up  evaluation 
showed  that  70%  of  the  participating  teachers 
incorporated  the  skills  they  learned  into  their 
daily  classroom  lessons. 

The  New  York  Healthy  Heart  Program  developed 
a  tool  for  assessing  heart-healthy  policies  and 
environments  and  applied  this  tool  at  over  100 
worksites.  As  a  result  of  this  assessment,  worksites 
increased  the  number  of  environmental  supports 
for  heart  health  by  65%.  These  supports  included 
more  low-fat  food  choices,  smoke-free  policies, 
physical  activity  breaks,  and  safer  stairwells. 


Surveillance  Provides  Vital  Information 


Behavioral  Risk  Factors  for 
Cardiovascular  Disease  Among 
U.S.  Adults 
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*Body  mass  index  a25.0  kg/m2. 

Source:  CDC,  Behavioral  Risk  Factor  Surveillance  System,  2000. 


Monitoring  the  burden  of  cardiovascular  disease  is 
critical  to  the  success  of  prevention  efforts. 

Measuring  the  Disease  Impact 

CDC  has  developed  chronic  disease  surveillance 
reports,  such  as  The  Burden  of  Chronic  Diseases  and 
Their  Risk  Factors:  National  and  State  Perspectives.  These 
reports  provide  state-based  information  on  the 
prevalence  of  cardiovascular  disease  and  associated  risk 
factors.  CDC  has  also  developed  more  detailed 
monographs  that  highlight  the  health  and  economic 
burden  of  cardiovascular  disease  in  specific  populations. 
For  example,  Women  and  Heart  Disease,  An  Atlas  oi 
Racial  and  Ethnic  Disparities  in  Mortality  presents 
county-level  maps  of  heart  disease  among  women. 
This  atlas  provides  the  information  needed  to  identify 
communities  of  women  at  greatest  risk  for  heart 
disease  and  to  tailor  prevention  efforts  to  those 
communities.  A  similar  atlas,  Men  and  Heart  Disease, 
An  Atlas  of  Racial  and  Ethnic  Disparities  in  Mortality, 
was  published  in  2001. 

Essential  Information  on  Risk  Factors 

CDC's  state-based  Behavioral  Risk  Factor  Surveillance 
System  (BRFSS)  is  a  unique  source  of  information  on 
behaviors  that  increase  the  risk  for  cardiovascular 
disease.  This  system  gathers  information  from 
adults  in  all  50  states  on  knowledge,  attitudes,  and 
behaviors  related  to  key  health  issues,  such  as 
tobacco  use,  dietary  patterns,  levels  of  leisure-time 
physical  activity,  and  use  of  preventive  services. 
Information  from  the  BRFSS  enables  CDC  and  the 
states  to  better  target  scarce  health  resources  by 
determining  the  populations  most  at  risk. 

For  a  decade,  CDC's  Youth  Risk  Behavior 
Surveillance  System  (YRBSS)  has  provided  key  data, 
nationally  and  by  state,  about  the  prevalence  of  health 
risk  behaviors  among  young  people — including 
tobacco  use,  lack  of  physical  activity,  and  poor 
nutrition.  Using  YRBSS  data,  states  can  monitor 
changes  in  health  risk  behaviors  over  time  and  can 
better  target  health  promotion  efforts  to  young  people. 


Stroke  Registry 

In  fiscal  year  2001,  Congress  appropriated  $4.5  million 
for  CDC  to  establish  the  Paul  Coverdell  National 
Acute  Stroke  Registry.  Michigan,  Georgia,  Ohio,  and 
Massachusetts  are  developing  prototypes  for  a  state- 
wide hospital-based  registry.  Such  models  could  be 
used  to  guide  state  efforts  to  reduce  death  and 
disability  from  stroke  and  to  improve  the  quality  of  life 
for  stroke  survivors. 

Future  Directions 

CDC's  Cardiovascular  Health  Program  hopes  to 
increase  both  the  number  of  states  funded  and  the 
number  funded  at  the  comprehensive  level.  The 
development  of  state-based  disease  registries  and 
electronic  reporting  mechanisms  will  enhance  state 
programs  and  national  data  collection. 


For  more  information  or  additional  copies  of  this  document,  please  contact  the 
Centers  for  Disease  Control  and  Prevention, 
National  Center  for  Chronic  Disease  Prevention  and  Health  Promotion,  Mail  Stop  K-13, 
4770  Buford  Highway  NE,  Atlanta,  GA  30341-3717,  (770)  488-5080. 
ccdinfo@cdc.gov  www.cdc.gov/nccdphp 


Health  Impacts 


SMOKING-A  TTR1BUTABLE  DEA  THS, 
1999 

Smoking-Attrjbutable  Deaths, 
1999 
Disease-Specific 

Youth  Projected 
to  Die  from  Smoking, 
1999-2000 

Overall  721 
Men  456 
Women  265 
Death  Rate  250.4/100,000 
All  States  295.5/100,000 

State  Lung  Cancer    80.0/1 00,000 
All  States  90.2/100,000 
State  CHD*  50.4/100,000 
All  States  59.7/100,000 
State  COPDt  38.7/100,000 
All  States  59.7/100,000 

Overall  7,786 
Projected  Death 

Rate  6,771/100,000 
Projected  All 

States  8,830/100,000 

•Coronary  heart  disease;  ^chronic  obstructive  pulmonary  disease. 


Youth  Tobacco  Use 


Grades  6-8  , 

Grades  9-12 

Current  Cigarette 
Smoking 

National*  11.0% 
DCt  9.4% 
Boyst  8.7% 
Girlst  10.1% 

Current  Any 
Tobacco  Use 

15.1% 
14.2% 
15.2% 
13.4% 

Current  Cigarette 
Smoking 

28.0% 
14.7% 
16.9% 
12.3% 

Current  Any 
Tobacco  Use 

34.5% 
21.0% 
24.9% 
16.5% 

Current  Cigarette  Smoking  =  smoked  cigarettes  on  2  1  of  the  30  days  preceding  the  survey. 

Current  Any  Tobacco  Use  =  current  use  of  cigarettes  or  smokeless  tobacco  or  pipes  or  bidis  or  cigars  or  kreteks  on  2  I  of  the  30  days  preceding  the  survey. 
Sources:  •National  Youth  Tobacco  Survey,  2000;  tDistrict  of  Columbia  Youth  Tobacco  Survey,  2000. 


Disparities  Among  Adult  Population  Groups,  2000* 

•Calculations  for  racial/ethnic  groups  are  based  on  combined  1999  and  2000  data. 


African  American 
Asian/Pacific  Islander 
Hispanic 
White 
Women 
Men 

<12  yrs.  Education 
12  yrs.  Education 
>12  yrs.  Education 

18-24  yrs.  £ 
25-44  yrs. 
45-64  yrs 
65+  yrs 


0 


22.5% 
■  23.6% 


■119.3% 

17.9% 
■■  19.9% 

mmm  22.1% 


25.4% 


29.1% 


16.0% 
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9.1% 
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District  of  Columbia 


Economic  Impacts  and  Investments 

The  District  of  Columbia  is  investing  8%  of  CDC's  Best  Practices  lower  estimated  recommended  funding 
and  4%  of  the  upper  estimated  recommended  funding.  The  District  of  Columbia  spent  $364  per  capita 
on  smoking-attributable  direct  medical  expenditures.  In  1998,  about  9%  ($61,000,000  or  $367.58  per 
recipient)  of  all  Medicaid  expenditures  were  spent  on  smoking-related  illnesses  and  diseases. 


Smoking-Attribufable 

Direct  Medical  Expenditures,  1 998 


Ambulatory 

$58,000,000 

Hospital 

$78,000,000 

Nursing  Home 

$37,000,000 

Prescription  Drugs 

$8,000,000 

Other 

$9,000,000 

Annual  Total 

$190,000,000 

Annual  Per  Capita 

$364 

Smoking-Attributable 

Productivity  Costs,  1 999 

Annual  Total 

$212,000,000 

Annual  Per  Capita 

$408 

State  Revenue  from  Tobacco  Sales  and  Settlement 


Tobacco  settlement  revenue  received  in  2001 

not  available 

Gross  cigarette  tax  revenue  collected  in  2000 

$17,050,000 

Cigarette  tax  per  pack  was  $0.65  in  2001 

Cigarette  sales  were  50.2  packs  per  capita  in  2000 

Investment  in  Tobacco  Control 


Funding  Source 

FY02  Amount 

Funding  Cycle 

State  Appropriation — Settlement  (Tobacco  Only) 
State  Appropriation — Excise  Tax  Revenue 
State  Appropriation — Other 

$0 
$0 
$0 

Subtotal:  State  Appropriation 

$0 

Federal — CDC  Office  on  Smoking  and  Health 
Federal— SAMHSA 

Non-Government  Source — American  Legacy  Foundation 
Non-Govemment  Source — RWJF/AMA 

$448,157 
$36,292 
$100,000 
$0 

6/01-5/02 
10/01-9/02 
10/00-9/02 

Subtotal:  Federal/National  Sources 

$584,449 

FY02  Total  Investment  in  Tobacco  Control  $584,449 
CDC  Best  Practices  Recommended  Annual  Total  (Lower  Estimate)  $7,479,000 
CDC  Best  Practices  Recommended  Annual  Total  (Upper  Estimate)  $14,571,000 
FY02  Per  Capita  Investment  in  Tobacco  Control  $1.03 
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Check  Your 

HEALTHY  HEART  I.Q. 

I  . —  :  ! 

iAnswer  "true"  or  "false"  to  the  following  questions  to  test  your  knowledge  of  heart  disease  and  its  risk 
Ifactors.  Be  sure  to  check  the  answers  and  explanations  on  the  back  of  this  sheet  to  see  how  well  you  do.  j 

1 .  The  risk  factors  for  heart  disease  that  you  can  do  something  about  are:  high  blood  pressure,  high  T  F 
blood  cholesterol,  smoking,  obesity,  and  physical  inactivity. 

2.  A  stroke  is  often  the  first  symptom  of  high  blood  pressure,  and  a  heart  attack  is  often  the  first      T  F 
symptom  of  high  blood  cholesterol. 

3.  A  blood  pressure  greater  than  or  equal  to  140/90  mm  Hg  is  generally  considered  to  be  high.        T  F 

4.  High  blood  pressure  affects  the  same  number  of  blacks  as  it  does  whites.  T  F 

5.  The  best  ways  to  treat  and  control  high  blood  pressure  are  to  control  your  weight,  exercise,  eat     T  F 
less  salt  (sodium),  restrict  your  intake  of  alcohol,  and  take  your  high  blood  pressure  medicine,  if 
prescribed  by  your  doctor. 

6.  A  blood  cholesterol  of  240  mg/dL  is  desirable  for  adults.  T  F 

7.  The  most  effective  dietary  way  to  lower  the  level  of  your  blood  cholesterol  is  to  eat  foods  low  in  T  E 
cholesterol. 

8.  Lowering  blood  cholesterol  levels  can  help  people  who  have  already  had  a  heart  attack.  T  F 

9.  Only  children  from  families  at  high  risk  of  heart  disease  need  to  have  their  blood  cholesterol       T  F 
levels  checked. 

10.  Smoking  is  a  major  risk  factor  for  four  of  the  five  leading  causes  of  death  including  heart  attack,  T  F 
stroke,  cancer,  and  lung  diseases  such  as  emphysema  and  bronchitis. 

11.  If  you  have  had  a  heart  attack,  quitting  smoking  can  help  reduce  your  chances  of  having  a  T  F 
second  attack. 

12.  Someone  who  has  smoked  for  30  to  40  years  probably  will  not  be  able  to  quit  smoking.  T  F 

13.  The  best  way  to  lose  weight  is  to  increase  physical  activity  and  eat  fewer  calories.  T  F 

14.  Heart  disease  is  the  leading  killer  of  men  and  women  in  the  United  States.  T  F 


Prepared  by  the  National  Heart,  Lung,  and  Blood  Institute 
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HEALTHY  HEART  I.Q. 


TRUE  High  blood  pressure,  smoking,  and  high  blood  cholesterol  are  the  three  most  important  risk 
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factors  for  heart  disease.  On  the  average,  each  one  doubles  your  chance  of  developing  heart 
disease.  So,  a  person  who  has  all  three  of  the  risk  factors  is  8  times  more  likely  to  develop 
heart  disease  than  someone  who  has  none.  Obesity  increases  the  likelihood  of  developing 
high  blood  cholesterol  and  high  blood  pressure,  which  increase  your  risk  of  heart  disease. 
Physical  inactivity  increases  your  risk  of  heart  attack.  Regular  exercise  and  good  nutrition 
are  essential  to  reducing  high  blood  pressure,  high  blood  cholesterol,  and  overweight. 
People  who  exercise  are  also  more  likely  to  cut  down  or  stop  smoking. 

A  person  with  high  blood  pressure  or  high  blood  cholesterol  may  feel  fine  and  look  great; 
there  are  often  no  signs  that  anything  is  wrong  until  a  stroke  or  heart  attack  occurs.  To  find 
out  if  you  have  high  blood  pressure  or  high  blood  cholesterol,  you  should  be  tested  by  a 
doctor,  nurse,  or  other  health  professional. 

A  blood  pressure  of  140/90  mm  Hg  or  greater  is  generally  classified  as  high  blood  pressure. 
However,  blood  pressures  that  fall  below  140/90  mm  Hg  can  sometimes  be  a  problem.  If.  • 
the  diastolic  pressure,  the  second  or  lower  number,  is  between  85-89,  a  person  is  at  an 
increased  risk  for  heart  disease  or  stroke  and  should  have  his/her  blood  pressure  checked  at 
least  once  a  year  by  a  health  professional.  The  higher  your  blood  pressure,  the  greater  your 
risk  of  developing  heart  disease  or  stroke.  Controlling  high  blood  pressure  reduces  your 
risk. 

4.  FALSE  High  blood  pressure  is  more  common  in  blacks  than  whites.  It  affects  29  out  of  every  100 

black  adults  compared  to  26  out  of  every  100  white  adults.  Also,  with  aging,  high  blood 
pressure  is  generally  more  severe  among  blacks  then  among  whites,  and  therefore  causes 
more  strokes,  heart  disease,  and  kidney  failure. 

5.  TRUE  Recent  studies  show  that  lifestyle  changes  can  help  keep  blood  pressure  levels  normal  even 

into  advanced  age  and  are  important  in  treating  and  preventing  high  blood  pressure.  Limit 
high-salt  foods  which  include  many  snack  foods,  such  as  potato  chips,  salted  pretzels,  and 
salted  crackers;  processed  foods,  such  as  canned  soups;  and  condiments,  such  as  ketchup 
and  soy  sauce.  Also,  it  is  extremely  important  to  take  blood  pressure  medication,  if  -  • 
prescribed  by  your  doctor,  to  make  sure  your  blood  pressure  stays  under  control. 

6.  FALSE  A  total  blood  cholesterol  of  under  200  mg/dL  is  desirable  and  usually  puts  you  at  a  lower 

risk  for  heart  disease.  A  blood  cholesterol  level  of  240  mg/dL  or  above  is  high  and 
increases  your  risk  of  heart  disease.  If  your  cholesterol  level  is  high,  your  doctor  will  want 
to  check  your  levels  of  LDL-cholesterol  ("bad"  cholesterol)  and  HDL-  cholesterol  ("good" 
cholesterol).  A  HIGH  level  of  LDL-cholesterol  increases  your  risk  for  heart  disease,  as  does 
a  LOW  level  of  HDL-cholesterol.  A  cholesterol  level  of  200-239  mg/dL  is  considered 
borderline-high  and  usually  increases  your  risk  for  heart  disease.  If  your  cholesterol  is 
borderline-high,  you  should  speak  to  your  doctor  to  see  if  additional  cholesterol  tests  are 
needed.  All  adults  20  years  of  age  or  older  should  have  their  blood  cholesterol  level  checked 
at  least  once  every  5  years. 

7.  FALSE  Reducing  the  amount  of  cholesterol  in  your  diet  is  important;  however,  eating  foods  low  in 

saturated  fat  is  the  most  effective  dietary  way  to  lower  blood  cholesterol  levels,  along  with 
eating  less  total  fat  and  cholesterol.  Choose  low-saturated  fat  foods,  such  as  grains,  fruits, 
and  vegetables;  low-fat  or  skim  milk  and  milk  products;  lean  cuts  of  meat;  fish;  and 
chicken.  Trim  fat  from  meat  before  cooking;  bake  or  broil  meat  rather  than  fry;  use  less  fat 
and  oil;  and  take  the  skin  off  chicken  and  turkey.  Reducing  overweight  will  also  help  lower 
your  level  of  LDL-cholesterol  as  well  as  increase  your  level  of  HDL-  cholesterol. 

8.  TRUE  People  who  have  had  one  heart  attack  are  at  much  higher  risk  for  a  second  attack.  Reducing 

blood  cholesterol  levels  can  greatly  slow  down  (and,  in  some  people,  even  reverse)  the 
buildup  of  cholesterol  and  fat  in  the  walls  of  the  arteries  and  significantly  reduce  the 
chances  of  a  second  heart  attack. 
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9.  TRUE   Children  from  "high  risk"  families,  in  which  a  parent  has  high  blood  cholesterol  (240  mg''dL 

or  above)  or  in  which  a  parent  or  grandparent  has  had  heart  disease  at  an  early  age  (at  55 
years  of  age  or  younger),  should  have  their  cholesterol  levels  tested.  If  a  child  from  such  a 
family  has  a  cholesterol  level  that  is  high,  it  should  be  lowered  under  medical  supervision, 
primarily  with  diet,  to  reduce  the  risk  of  developing  heart  disease  as  an  adult.  For  most 
children,  who  are  not  from  high-risk  families,  the  best  way  to  reduce  the  risk  of  adult  heart 
disease  is  to  follow  a  low-saturated  fat  low  cholesterol  eating  pattern.  All  children  over  the 
age  of  2  years  and  all  adults  should  adopt  a  heart-healthy  eating  partem  as  a  principal  way 
of  reducing  coronary  heart  disease. 

10.  TRUE  Heavy  smokers  are  2  to  4  times  more  likely  to  have  a  heart  attack  than  nonsmokers,  and  the 

heart  attack  death  rate  among  all  smokers  is  70  percent  greater  than  that  of  nonsmokers. 
Older  male  smokers  are  also  nearly  twice  as  likely  to  die  from  stroke  than  older  men  who 
do  not  smoke,  and  these  odds  are  nearly  as  high  for  older  female  smokers.  Further,  the  risk 
of  dying  from  lung  cancer  is  22  times  higher  for  male  smokers  than  male  nonsmokers  and 
12  times  higher  for  female  smokers  than  female  nonsmokers.  Finally,  80  percent  of  all 
deaths  from  emphysema  and  bronchitis  are  directly  due  to  smoking. 

1 1 .  TRUE   One  year  after  quitting,  ex-smokers  cut  their  extra  risk  for  heart  attack  by  about  half  or 

more,  and  eventually  the  risk  will  return  to  normal  in  healthy  ex-smokers.  Even  if  you  have 
already  had  a  heart  attack,  you  can  reduce  your  chances  of  a  second  attack  if  you  quit 
smoking.  Ex-smokers  can  also  reduce  their  risk  of  stroke  and  cancer,  improve  blood  flow 
and  lung  function,  and  help  stop  diseases  like  emphysema  and  bronchitis  from  getting 
worse. 

12.  FALSE  Older  smokers  are  more  likely  to  succeed  at  quitting  smoking  than  younger  smokers. 

Quitting  helps  relieve  smoking-related  s\mptoms  like  shortness  of  breath,  coughing,  and 
chest  pain.  Many  quit  to  avoid  further  health  problems  and  take  control  of  their  lives. 

13.  TRUE   Weight  control  is  a  question  of  balance.  You  get  calories  from  the  foods  you  eat.  You  burn 

off  calories  by  exercising.  Cutting  down  on  calories,  especially  calories  from  fat,  is  key  to 
losing  weight.  Combining  this  with  a  regular  physical  activity,  like  walking,  cycling, 
jogging,  or  swimming,  not  only  can  help  in  losing  weight  but  also  in  maintaining  weight 
loss.  A  steady  weight  loss  of  1/2  to  1  pound  a  week  is  safe  for  most  adults,  and  the  weight  is 
more  likely  to  stay  off  over  the  long  run.  Losing  weight,  if  you  are  overweight,  may  also 
reduce  your  blood  pressure,  lower  your  LDL-cholesterol,  and  raise  your  HDL-cholesterol. 
Being  physically  active  and  eating  fewer  calories  will  also  help  you  control  your  weight  if 
you  quit  smoking. 

14.  TRUE   Coronary  heart  disease  is  the  #1  killer  in  the  United  States.  Approximately  489.000 

Americans  died  of  coronary  heart  disease  in  1990,  and  approximately  half  of  the  deaths 
were  women. 
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Facts  about  Men  and  Heart  Disease 

District  of  Columbia 

Men  and  Heart  Disease:  An  Atlas  of  Racial  and  Ethnic  Disparities 
in  Mortality,  a  new  publication  from  the  Centers  for  Disease 
Control  and  Prevention  and  West  Virginia  University,  features  five 
heart  disease  mortality  maps  for  the  District  of  Columbia. 

Men  ages  35  years  and  older  who  lived  in  District  of  Columbia 
during  1991  through  1995  were  studied.  Overall,  a  total  of  4,231 
men  in  the  District  of  Columbia  died  from  diseases  of  the  heart 
during  the  five  year  study  period. 

County  variations  in  heart  disease  death  rates  were  mapped  for 
all  men,  Asian  and  Pacific  Islander  men,  black  men,  Hispanic 
men,  and  white  men  in  the  District  of  Columbia.  The  population 
of  American  Indian  and  Alaska  Native  men  was  too  small  to 
produce  a  valid  map. 


DISTRICT  OF 
COLUMBIA 
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15  of  39  states 
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White  men 
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505 

3  of  51  states 

ALL  MEN 

!  4,231 

i  i 
740 

42  of  51  states 

*  For  each  racial  and  ethnic  group,  all  states  (including  the  District  of 
Columbia)  with  sufficient  data  were  ranked.  States  with  very  small 
populations  of  men  in  particular  racial  or  ethnic  groups  often  had 
insufficient  data  for  analysis. 


Within  the  District  of  Columbia,  African  American  men 
experienced  the  highest  heart  disease  death  rate,  whereas  the 
lowest  rate  was  found  for  Asian/Pacific  Islander  men. 

For  more  information  about  CDC  efforts  to  prevent  heart  disease 
in  both  men  and  women,  please  visit  the  CDC  Web  site  at 
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http://www.cdc.gov/nccdphp/cvd/.  To  obtain  a  free  copy  of  Men 
and  Heart  Disease,  visit  the  Order  the  Atlas  page,  send  an  E-mail 
to  cdcinfo@cdc.gov,  or  call  1-888-232-2306  (toll  free). 


Privacy  Policy  |  Accessibility 
Home  |  Publications  |  Projects  |  Contact  Us 
CDC  Home  |  Search  |  Health  Topics  A-Z 

This  page  last  reviewed  August  16,  2002 

Department  of  Health  Human  Services 
Centers  for  Disease  Control  and  Prevention 
National  Center  for  Chronic  Disease  Prevention  and  Health  Promotion 
Division  of  Adult  and  Community  Health 

i 


http://www.cdc.gOv/cvh/mensatlas/factsheets/0 1  fs-dc.htm 


1/11/03 


March 
National  Kidney  Month 


Each  year  in  the  United  States,  nearly  80,000  people  are  diagnosis  with  kidney  failure,  a  serious 
condition  in  which  the  kidneys  fail  to  rid  the  body  of  wastes.  Kidney  failure  is  the  final  stage  of  a 
slow  deterioration  of  the  kidneys,  a  process  known  as  nephropathy. 

Diabetes  is  the  most  common  cause  of  kidney  failure,  accounting  for  more  than  40  percent  of 
new  cases.  Even  when  drugs  and  diet  are  able  to  control  diabetes,  the  disease  can  lead  to 
nephropathy  and  kidney  failure.  Most  people  with  diabetes  do  not  develop  nephropathy  that  is 
severe  enough  to  cause  kidney  failure.  About  16  million  people  in  the  United  States  have 
diabetes,  and  about  100,000  people  have  kidney  failure  as  a  result  of  diabetes. 

People  with  kidney  failure  undergo  either  dialysis,  which  substitutes  for  some  of  the  filtering 
functions  of  the  kidneys,  or  transplantation  to  receive  a  healthy  donor  kidney. 

African  Americans,  American  Indians,  and  Hispanic  Americans  develop  diabetes,  nephropathy, 
and  kidney  failure  at  rates  higher  than  average.  Scientists  have  not  been  able  to  explain  these 
higher  rates.  Nor  can  they  explain  fully  the  interplay  of  factors  leading  to  diabetic  nephropathy- 
factors  including  heredity,  diet,  and  other  medical  conditions,  such  as  high  blood  pressure.  They 
have  found  that  high  blood  pressure  and  high  levels  of  blood  glucose  increase  the  risk  that  a 
person  with  diabetes  will  progress  to  kidney  failure. 


Suggested  Activities: 

•  Distribute  information  on  kidney  disease  and  kidney  stones 

•  Identify  a  nurse  practioner  or  a  physician  to  do  a  talk  on  kidney  health  and  the  best  way 
for  a  person  to  keep  their  kidneys  healthy 


For  more  Information: 


National  Kidney  Foundation 
800-622-9010 

Website-  www.kidney.org 


High  Blood  Pressure  and  Kidney  Disease 
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Publications  Your  kidneys  play  a  role  in  keeping  your  blood  pressure  at  the 

~  right  level.  This  is  important  because  blood  pressure  is  closely 

niddk  Home  related  to  the  health  of  the  kidneys.  High  blood  pressure,  also 

called  hypertension,  can  damage  the  kidneys. 

As  blood  flows  through  your  veins,  it  presses  against  the  walls  of 
your  blood  vessels.  Extra  fluid  in  your  body  increases  the  volume 
of  fluid  in  your  blood  and  makes  your  blood  pressure  higher. 
Narrow  or  clogged  blood  vessels  also  raise  blood  pressure. 

High  blood  pressure  makes  the  heart  work  harder  and,  over  time, 
can  damage  blood  vessels  throughout  the  body.  If  the  blood 
vessels  in  the  kidneys  are  damaged,  they  may  stop  doing  their  job 
of  removing  wastes  and  extra  fluid  from  the  blood.  The  extra  fluid 
may  then  raise  blood  pressure  even  more. 

After  diabetes,  high  blood  pressure  is  the  leading  cause  of  kidney 
failure,  commonly  called  end-stage  renal  disease  (ESRD).  Patients 
with  ESRD  must  either  go  on  dialysis  or  receive  a  new  kidney 
through  transplant.  Every  year,  high  blood  pressure  causes  more 
than  15,000  new  cases  of  ESRD  in  the  United  States. 

Most  people  with  high  blood  pressure  do  not  have  any  symptoms. 
The  only  way  to  know  if  your  blood  pressure  is  high  is  to  have  it 
measured  by  a  health  professional.  The  measurement  consists  of 
two  numbers  that  represent  the  pressure  when  your  heart  is  beating 
and  when  it  is  resting  between  beats.  A  person's  blood  pressure  is 
considered  high  if  it  goes  over  140/90. 

African  Americans  are  more  likely  than  whites  to  have  high  blood 
pressure  and  to  develop  kidney  problems  from  it  even  when  blood 
pressure  is  only  mildly  elevated.  In  fact,  African  Americans  ages 
25  to  44  are  20  times  more  likely  than  their  white  counterparts  to 
develop  hypertension-related  kidney  failure.  The  National  Institute 
of  Diabetes  and  Digestive  and  Kidney  Diseases,  part  of  the 
National  Institutes  of  Health  (NIH),  is  sponsoring  a  study  to  find 
effective  ways  to  prevent  hypertension-related  ESRD  in  African 
Americans. 

The  National  Heart,  Lung,  and  Blood  Institute,  also  part  of  NIH, 
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has  found  that  four  steps  can  help  control  blood  pressure: 

•  Control  your  weight. 

•  Limit  your  sodium  intake. 

•  Get  plenty  of  exercise. 

•  Avoid  excessive  consumption  of  alcohol. 

Many  people  need  medication  to  control  high  blood  pressure.  A 
group  of  medications  called  ACE  inhibitors  lower  blood  pressure 
and  have  an  added  protective  effect  on  the  kidney  in  diabetic 
patients.  If  you  have  high  blood  pressure,  see  your  doctor 
regularly. 

More  information  is  available  from 

American  Kidney  Fund 
»  6110  Executive  Boulevard 

Rockville,  MD  20852 
(800)  638-8299 

National  Heart,  Lung,  and  Blood  Institute 
Information  Center 
P.O.  Box  30105 
Bethesda,  MD  20824-0105 
NHLBIinfo@rover.nhlbi.nih.gov 
(301)  592-8573 

National  Kidney  Foundation 
30  East  33rd  Street 
New  York,  NY  10016 
(800)  622-9010 


Additional  Information  on  High  Blood  Pressure  and  Kidney 
Disease 

The  National  Kidney  and  Urologic  Diseases  Information 
Clearinghouse  collects  resource  information  on  kidney  and 
urologic  diseases  from  the  Combined  Health  Information  Database 
(CHID).  CHID  is  a  database  produced  by  health-related  agencies 
of  the  Federal  Government.  This  database  provides  titles, 
abstracts,  and  availability  information  for  health  information  and 
health  education  resources. 

To  provide  you  with  the  most  up-to-date  resources,  information 
specialists  at  the  clearinghouse  created  an  automatic  CHID  search. 
To  obtain  this  information  you  may  view  the  results  of  the 
automatic  search  on  High  Blood  Pressure  and  Kidney  Disease. 


High  Blood  Pressure  and  Kidney  Disease 
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Or,  if  you  wish  to  perform  your 
own  search  of  the  database,  you 
may  access  the  CHID  Online  web 


site  and  search  CHID  yourself.        The  Combined  Health  Information  Database 


Publications 
NIDDK  Home 


National  Kidney  and  Urologic  Diseases  Information 
Clearinghouse 

3  Information  Way 

Bethesda,  MD  20892-3580 

E-mail:  National  Kidney  and  Urologic  Diseases 

Information  Clearinghouse 

The  National  Kidney  and  Urologic  Diseases  Information 
Clearinghouse  (NKUDIC)  is  a  service  of  the  National  Institute  of 
Diabetes  and  Digestive  and  Kidney  Diseases  (NIDDK).  NIDDK  is 
part  of  the  National  Institutes  of  Health  under  the  U.S.  Department 
of  Health  and  Human  Services.  Established  in  1987,  the 
clearinghouse  provides  information  about  diseases  of  the  kidneys 
and  urologic  system  to  people  with  kidney  and  urologic  disorders 
and  to  their  families,  health  care  professionals,  and  the  public. 
NKUDIC  answers  inquiries;  develops,  reviews,  and  distributes 
publications;  and  works  closely  with  professional  and  patient 
organizations  and  Government  agencies  to  coordinate  resources 
about  kidney  and  urologic  diseases. 

Publications  produced  by  the  clearinghouse  are  carefully  reviewed 
for  scientific  accuracy,  content,  and  readability. 

This  e-text  is  not  copyrighted.  The  clearinghouse  encourages  users 
of  this  e-pub  to  duplicate  and  distribute  as  many  copies  as  desired. 


NIH  Publication  No.  99-4572 

e-text  posted:  3  February  1998 
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NIDDK  Home  :  Health  Information  :  Kidney  Diseases  :  Kidney  Failure 


Financial  Help  for 
Treatment  of  Kidney  Failure 

Introduction 
Medicare 
Private  Insurance 
Medicaid 

Department  of  Veterans  Affairs  (VA)  Benefits 
Social  Security  Disability  Income  (SSD1)  and 

Supplemental  Security  Income  (SSI) 
Patient  Assistance  Programs  From  Prescription  Drug  Companies 
Additional  Patient  Assistance  Programs 
Additional  Organizations  That  Can  Help 
Additional  Reading 
About  the  Kidney  Failure  Series 


Introduction 

If  you  have  permanent  kidney  failure,  you  may  be  worried 
about  paying  for  the  expensive  treatments  you  need. 

In  1972,  Congress  passed  legislation  making  people  of 
any  age  with  permanent  kidney  failure  eligible  for 
Medicare,  a  program  that  helps  people  over  65  and  people 
with  disabilities  pay  for  medical  care,  usually  up  to  80 
percent.  Other  public  and  private  resources  can  help  with 
the  remaining  20  percent.  Your  dialysis  or  transplant 
center  has  a  social  worker  who  can  help  you  locate  and 
apply  for  financial  assistance. 

DM 


Medicare 


Medicare  is  a  federally  administered  health  insurance 
program  for  people  65  and  older  and  people  of  any  age 
with  permanent  kidney  failure.  To  qualify  for  Medicare 
on  the  basis  of  kidney  failure,  you  must  need  regular 
dialysis  or  have  had  a  kidney  transplant,  and  you  must 
have  worked  under  Social  Security,  the  Railroad 
Retirement  Board,  or  as  a  government  employee  (or  be 
the  child  or  spouse  of  someone  who  has),  or  you  must 
already  be  receiving  Social  Security  or  Railroad 
Retirement  benefits.  You  can  enroll  for  Medicare  at  your 
local  Social  Security  office  (check  the  blue  pages  in  your 
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phone  directory  to  locate  the  office). 

Medicare  has  two  parts:  Part  A  (hospital  insurance)  and 
Part  B  (medical  insurance).  Part  B  covers  doctors' 
services,  outpatient  hospital  services,  and  many  other 
health  services  and  supplies.  While  Medicare  Part  A  has 
no  premiums,  Part  B  requires  you  to  pay  premiums, 
deductibles,  and  coinsurance.  Part  B  is  voluntary.  Most  of 
the  services  and  supplies  needed  by  people  with 
permanent  kidney  failure  are  covered  by  Medicare  Part  B. 

If  you  apply  for  Medicare  when  you  start  dialysis 
treatments,  your  Medicare  benefits  begin  the  third  month 
after  the  month  your  course  of  maintenance  dialysis 
treatments  begins.  For  example,  if  you  begin  receiving 
maintenance  dialysis  treatments  in  July,  your  Medicare 
coverage  would  start  on  October  1 .  Coverage  can  begin 
earlier  if  you  take  self-care  dialysis  training  (for  home 
hemodialysis  or  peritoneal  dialysis)  before  the  third 
month  or  have  a  transplant  within  the  first  3  months. 

If  you're  covered  by  a  group  health  plan,  Medicare  is  a 
secondary  payer  during  a  30-month  coordination  period. 
Your  group  health  plan  pays  at  its  regular  level  for  this 
period.  Since  you  usually  can't  get  Medicare  in  the  first  3 
months,  your  group  health  plan  is  the  only  payer  for 
health  services.  In  the  third  month,  Medicare  begins  to 
cover  only  that  portion  of  your  health  services  that  isn't 
covered  by  your  group  health  plan.  Medicare  then 
becomes  the  primary  payer  for  your  health  insurance 
claims  at  the  end  of  the  30-month  period. 

If  your  group  health  plan  will  pay  for  all  of  your  health 
care  expenses,  you  may  wish  to  wait  to  enroll  in  Medicare 
Part  A  and  Part  B  until  the  end  of  the  30-month 
coordination  period.  In  doing  so,  you'll  avoid  paying  the 
Medicare  Part  B  premium. 

If  your  group  health  plan  coverage  has  a  yearly  deductible 
or  a  coinsurance  to  pay,  enrolling  in  Medicare  Parts  A  and 
B  could  help  pay  those  costs. 

Contact  your  local  Social  Security  office  or  call  the 
nationwide  toll-free  number  at  1-800-772-1213  if  you 
want  to  apply  for  Medicare.  Often,  the  social  worker  at 
your  hospital  or  dialysis  center  will  help  you  apply. 

Hod 
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Private  Insurance 

Private  insurance  frequently  pays  for  the  entire  cost  of 
treatment.  Or  it  may  pay  for  the  20  percent  that  Medicare 
doesn't  cover.  Private  insurance  may  also  pay  for  your 
prescription  drugs. 

Heel 


Medicaid 

Medicaid  is  a  State  program.  Your  income  must  be  below 
a  certain  level  to  receive  Medicaid  funds.  If  you  aren't 
eligible  for  Medicare,  Medicaid  may  pay  for  your 
treatments.  In  some  states,  it  pays  the  20  percent  that 
Medicare  doesn't  cover.  It  may  also  pay  for  some  of  your 
medicines.  To  apply  for  Medicaid,  talk  with  your  social 
worker  or  contact  your  local  department  of  human 
services. 

Heel 


Department  of  Veterans  Affairs  (VA)  Benefits 

If  you're  a  veteran,  the  VA  can  help  pay  for  treatment  or 
provide  other  benefits.  Contact  your  local  VA  office  for 
more  information,  or  call  1-800-827-1000  to  reach  the 
national  office.  If  you're  retired  from  the  military,  you 
may  also  call  the  Department  of  Defense  at 
1-800-538-9552. 

Use] 

i   
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Social  Security  Disability  Income  (SSDI)  and 
Supplemental  Security  Income  (SSI) 

These  benefits  from  the  Social  Security  Administration 
help  you  with  the  costs  of  daily  living.  To  receive  Social 
Security  Disability  Income  (SSDI),  you  must  be  unable  to 
work  and  have  earned  the  required  number  of  work 
credits. 

You  can  receive  Supplemental  Security  Income  (SSI)  if 
you  don't  own  much  and  have  a  low  income.  People  who 
get  SSI  usually  get  food  stamps  and  Medicaid,  too.  To 
find  out  if  you  qualify  for  SSDI  and  SSI,  talk  to  your 
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social  worker  or  call  your  local  Social  Security  office  or 
the  nationwide  number,  1-800-772-1213. 


Use] 


Patient  Assistance  Programs  From 
Prescription  Drug  Companies 

Medicare  pays  for  erythropoietin  to  treat  anemia  in  kidney 
failure  and  for  immunosuppressants  to  prevent  rejection 
of  a  transplanted  kidney.  But  other  self-administered 
drugs  that  you  need  may  not  be  covered  by  Medicare.  If 
you  have  trouble  paying  for  all  the  medications  your 
doctor  prescribes,  you  may  qualify  for  assistance  from 
private  programs.  Most  drug  manufacturers  have  patient 
assistance  programs  giving  discounts  to  patients  who  can 
show  that  they  can't  afford  the  cost  of  their  prescribed 
medications.  The  Pharmaceutical  Research  and 
Manufacturers  of  America  publishes  the  Directory  of 
Prescription  Drug  Patient  Assistance  Programs,  which  is 
available  at  www.phrma.org/searchcures/dpdpap  on  the 
Internet.  To  request  a  directory  through  the  mail,  write  to 
the  following  address: 

Pharmaceutical  Research  and  Manufacturers  of 
America 

1100  Fifteenth  Street  NW. 
Washington,  DC  20005 


Additional  Patient  Assistance  Programs 

The  United  Network  for  Organ  Sharing  (UNOS) 
publishes  a  list  of  organizations  that  provide  financial 
assistance  to  transplant  patients  as  part  of  its  online 
course,  "Transplant  101."  The  list  can  be  found  at 
www.patients.unos.org/101_finance_directory.htm  on  the 
Internet.  For  more  information  about  UNOS,  see  the 
National  Institute  of  Diabetes  and  Digestive  and  Kidney 
Diseases  (NIDDK)  booklet  Treatment  Methods  for 
Kidney  Failure:  Kidney  Transplantation.  See  also 
"Additional  Reading"  at  the  end  of  this  fact  sheet. 
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Additional  Organizations  That  Can  Help 

Several  groups  offer  information  and  services  to  patients 
with  kidney  disease.  You  may  wish  to  contact  one  of  the 
following: 

American  Association  of  Kidney  Patients 

100  South  Ashley  Drive 
Suite  280 
Tampa,  FL  33602 

Phone:  1-800-749-2257  or  (813)  223-7099 
Fax: (813)  223-0001 
Email:  AAKPnat(@.aol.com 
Internet:  www.aakp.org 

American  Kidney  Fund 
6110  Executive  Boulevard 
Suite  1010 

Rockville,  MD  20852 

Phone:  1-800-638-8299  or  (301)  881-3052 

Fax:(301)881-0898 

Email:  helpline(g)akfinc.org 

Internet:  www.akfinc.org 

Life  Options  Rehabilitation  Program 

603  Science  Drive 

Madison,  WI  5371 1-1074 

Phone:  1-800-468-7777  or  (608)  232-2333 

Email:  lifeoptions(g).medmed.com 

Internet:  www.lifeoptions.org 

National  Kidney  Foundation,  Inc. 

30  East  33rd  Street 

New  York,  NY  10016 

Phone:  1-800-622-9010  or  (212)  889-2210 

Fax:  (212)  689-9261 

Email:  info@.kidney.org 

Internet:  www.kidney.org 
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Additional  Reading 

If  you  would  like  to  learn  more  about  financial  assistance 
for  kidney  failure  treatments,  you  may  be  interested  in 
reading  these  publications: 

Kidney  Disease:  A  Guide  for  Patients  and  Their  Families 
American  Kidney  Fund 


Financial  Help  for  Treatment  of  Kidney  Failure 
■ 
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6110  Executive  Boulevard 
Suite  1010 

Rockville,  MD  20852 
Phone:  1-800-638-8299 

Medicare  Coverage  of  Kidney  Dialysis  and  Kidney 
Transplant  Services:  A  Supplement  to  Your  Medicare 
Handbook 

Publication  Number  HCFA- 10128 

U.S.  Department  of  Health  and  Human  Services 

Health  Care  Financing  Administration 

7500  Security  Boulevard 

Baltimore,  MD  21244-1850 

Phone:  1-800-MEDICARE  (1-800-633-4227) 

Internet:  www.medicare.gov 

HqeJ 


About  the  Kidney  Failure  Series 

The  NIDDK  Kidney  Failure  Series  includes  six  booklets 
and  seven  fact  sheets  that  can  help  you  learn  more  about 
treatment  methods  for  kidney  failure,  complications  of 
dialysis,  financial  help  for  the  treatment  of  kidney  failure, 
and  eating  right  on  hemodialysis.  For  free  single  printed 
copies  of  this  series,  please  contact  the  National  Kidney 
and  Urologic  Diseases  Information  Clearinghouse. 
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National  Kidney  and  Urologic  Diseases 
Information  Clearinghouse 

3  Information  Way 
Bethesda,  MD  20892-3580 
Email:  nkudic@info.niddk.nih.gov 

The  National  Kidney  and  Urologic  Diseases  Information 
Clearinghouse  (NKUDIC)  is  a  service  of  the  National 
Institute  of  Diabetes  and  Digestive  and  Kidney  Diseases 
(NIDDK).  The  NIDDK  is  part  of  the  National  Institutes  of 
Health  under  the  U.S.  Department  of  Health  and  Human 
Services.  Established  in  1987,  the  clearinghouse  provides 
information  about  diseases  of  the  kidneys  and  urologic 
system  to  people  with  kidney  and  urologic  disorders  and 
to  their  families,  health  care  professionals,  and  the  public. 
NKUDIC  answers  inquiries,  develops  and  distributes 
publications,  and  works  closely  with  professional  and 
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patient  organizations  and  Government  agencies  to 
coordinate  resources  about  kidney  and  urologic  diseases. 

Publications  produced  by  the  clearinghouse  are  carefully 
reviewed  by  both  NIDDK  scientists  and  outside  experts. 
This  fact  sheet  was  reviewed  by  Margaret  Jefferson,  Eve 
Fisher,  Jackie  Sheridan,  and  Betty  Burrier,  Health  Care 
Financing  Administration  (HCFA). 

This  e-text  is  not  copyrighted.  The  clearinghouse 
encourages  users  of  this  e-pub  to  duplicate  and  distribute 
as  many  copies  as  desired. 
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April 

National  Minority  Cancer  Awareness  Week 


According  to  recent  studies  and  the  American  Cancer  Society,  African  Americans  are  more 
likely  to  develop  cancer  than  persons  of  any  other  racial  and  ethnic  group.  Doctors  cannot  always 
explain  why  one  person  gets  cancer  and  another  does  not.  However,  scientists  continue  to  study 
general  patterns  of  cancer  in  the  population  to  try  and  determine  which  risk  factors  contribute  to 
the  onsite  and  propensity  of  disease. 

Although  many  risk  factors  can  be  avoided,  it  is  important  to  keep  in  mind  that  these  alone  will  not 
guarantee  you  to  be  free  of  developing  cancer.  Also,  most  people  with  a  particular  risk  factor  for 
cancer  do  not  actually  get  the  disease.  Some  people  are  more  sensitive  than  others  to  factors 
that  can  lead  to  cancer.  Talk  to  your  doctor  about  methods  of  preventing  cancer  that  might  be 
effective  for  you. 


Suggested  Activities: 

«     Contact  the  local  chapter  of  the  American  Cancer  Society  for  a  possible  speaker  on 
cancer  and  the  various  risk  factors 

Contact  the  National  Cancer  Institute  for  consumer  information  on  cancer  geared  to  your 
population  and  communities 
■     Distribute  general  information  on  cancer  and  living  with  cancer 


For  more  information: 
National  Cancer  Institute 

Cancer  Information  Service 
1-800-422-6237 
TTY:  1-800-332-8615 
Website:  http://  cis.nci.nih.gov 


CANCER 
CONTROL  IN 
MINORITY  AND 
UNDERSERVED 
POPULATIONS 


ancer  affects  various  population 
subgroups  in  the  United  States  in  distinct  ways. 
The  statistics  in  this  monograph  show  that  black 
men  have  the  highest  incidence  rate  of  cancer, 
due  to  excesses  of  prostate  and  lung  and 
bronchus  cancers,  while  American  Indian  men  in  New 
Mexico  have  the  lowest  rate.  Among  women,  non-Hispanic 

 |  white  women  have  the  highest  incidence  rate,  due  mainly  to 

their  excess  of  breast  cancer,  while 
American  Indian  women  in  New  Mexico 
and  Korean  women  have  the  lowest  rates. 
Interestingly,  the  five  most  commonly 
diagnosed  cancers  among  men  in  every 
racial/ethnic  group  include  lung  and 
bronchus,  prostate  and  colorectal  cancers. 
Oral  cancers,  however,  are  among  the  five 
most  frequently  diagnosed  cancers  only  in 
black  men  and  cancers  of  the  kidney  and 
renal  pelvis  are  uniquely  among  the  top  five 
cancers  in  Alaska  Native  and  American 
Indian  (New  Mexico)  men.  In  women, 
cancer  of  the  breast,  lung  and  bronchus,  and 
colon  and  rectum  are  among  the  top  five 
cancers  in  every  racial/ethnic  group  except 
American  Indians  (New  Mexico).  The  high 
incidence  of  cervical  cancer  in  Vietnamese 
women  is  a  matter  for  concern  and  suggests 
a  need  to  focus  prevention  and  control 
efforts  on  this  group.  Cancers  of  the  kidney 
and  renal  pelvis  are  uniquely  high  in  Alaska 
Native  women,  mirroring  the  high  rates  seen 
in  Alaska  Native  men. 


burden  of  cancer  among  minority 
populations.  Specific  activities  supported  by 
the  NCI,  include:  1 )  cancer  surveillance, 
including  special  tracking  of  cancer  rates 
among  minority  populations;  2)  recruiting 
members  of  minority  populations  into 
clinical  trials;  3)  increasing  and  improving 
research  targeting  minority  populations  and 
increasing  the  participation  of  members  of 
minority  populations  in  the  fields  of 
biomedical  research  and  medical  practice; 
and  4)  instituting  community-based  national 
education  and  outreach  initiatives  which 
target  specific  minority  and  underserved 
populations. 


Achieving  better  cancer  control 
within  minority  and  underserved  populations 
in  the  United  States  is  an  important  goal  of 
the  National  Cancer  Institute  (NCI).  Cancer 
control  has  been  defined  as  the  reduction  of 
cancer  incidence,  mortality,  and  morbidity 
through  an  ordered  sequence  of  research  and 
interventions  designed  to  alter  cancer  rates. 
Knowledge  gained  through  research  on 
specific  interventions  to  improve  cancer 
rates  must  be  applied  toward  reducing  the 


Cancer  Surveillance 

Cancer  surveillance  encompasses  the 
collection,  analysis  and  dissemination  of 
data  useful  in  the  prevention,  diagnosis,  and 
treatment  of  cancer.  As  described  in  the 
introduction  to  this  monograph,  the  SEER 
Program  collects  and  reports  statistics  on  the 
impact  of  cancer  on  major  racial/ethnic 
populations  in  the  United  States.  Since  the 
composition  of  the  United  States  population 
has  changed  over  time,  the  SEER  Program 
has  adjusted  its  coverage  of  specific 
population  subgroups  to  meet  new  needs.  In 
1 992,  to  increase  its  coverage  of  minority 
populations,  especially  Hispanics,  the  SEER 
Program  expanded  to  include  Los  Angeles 
County  and  the  San  Jose/Monterey  area  in 
California.  The  need  for  increased  coverage 
of  Hispanics  arose  from  the  tremendous 


National  Cancer  Institute 
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SEER  Program 


influx  of  Hispanics  into  the  United  States 
during  the  last  decade. 

Recruitment  to  Clinical  Trials 

Applicants  for  clinical  research 
grants  and  cooperative  agreements  from  the 
NCI  are  required  to  include  minority  group 
representation  in  their  study  populations. 
Each  proposal  must  address  racial,  ethnic 
and  gender  issues  in  the  overall  research 
design,  in  the  rationale  for  the  selection  of 
the  proposed  study  population,  and  in 
sample  size  calculations.  Applicants  are 
urged  to  carefully  assess  the  feasibility  of 
including  the  broadest  possible 
representation  of  minority  groups.  In 
accordance  with  this  policy,  the 
representation  of  black,  Hispanic  and  white 
populations  in  NCI-sponsored  cancer 
treatment  trials  has  closely  paralleled  the 
incident  burden  of  disease  in  these  groups. 
In  some  instances,  minority  population 
accrual  to  treatment  trials  has  exceeded 
proportionality.  Although  there  has  also 
been  a  small  increase  in  the  participation  of 
minority  populations  in  cancer  prevention 
trials  due  to  outreach  efforts  by  the  NCI, 
these  groups  remain  largely  under- 
represented  in  such  studies.  Additional 
efforts  are  needed  to  improve  minority  group 
participation  in  cancer  prevention  trials  with 
the  goal  of  reaching  levels  seen  in  treatment 
trials. 

Research  and  Education 

It  is  particularly  important  to  direct 
the  benefits  from  cancer  prevention,  early 
detection,  and  treatment  toward  minority 
and/or  underserved  populations  that 
traditionally  experience  a  heavy  burden  of 
cancer.  The  Special  Populations  Studies 
Branch  of  the  Division  of  Cancer  Prevention 
and  Control,  NCI  currently  funds  four 
programs  whose  objectives  are  to  increase 
research  addressing  the  etiology,  prevention, 


control  and  treatment  of  cancer  in  minority 
populations  in  the  United  States  and  to 
increase  the  pool  of  minority  researchers. 
The  long  term  goal  of  these  programs  is  to 
reduce  cancer  rates  in  minority  populations. 
The  four  programs  are:  the  National  Cancer 
Control  Research  Network;  the  National 
Hispanic  Cancer  Control  Research  Network; 
the  Network  for  Cancer  Control  Research 
Among  American  Indian  and  Alaska  Native 
Populations;  and  the  Native  Hawaiian  and 
American  Samoan  Cancer  Control  Network. 
The  Science  Enrichment  Program,  an 
educational  program  aimed  at  encouraging 
minority  high  school  students  to  pursue 
biomedical  careers,  is  an  example  of  a 
successful  NCI-supported  program  to 
increase  the  potential  pool  of  minority 
investigators. 

Community-Based  Outreach  Initiatives 

The  Special  Populations  Studies 
Branch  supports  two  outreach  programs 
which  use  lay  and  professional  leaders  and 
coalitions  to  help  reduce  the  risks  of  cancer 
among  specific  groups  of  Americans  in  their 
respective  communities.  These  are:  l)The 
National  Black  Leadership  Initiative  on 
Cancer;  and  2)  The  National  Hispanic 
Leadership  Initiative  on  Cancer.  The 
Appalachian  Leadership  Initiative  on  Cancer 
is  an  outreach  program  sponsored  by  the 
Public  Health  Applications  Research 
Branch,  NCI.  This  project  targets  a  specific 
geographic  area,  namely  rural,  low-income 
residents  of  the  Appalachian  region,  rather 
than  a  racial/ethnic  group. 

Sources  for  additional  information 
on  cancer  in  minority  and  underserved 
populations  are  included  in  the  Appendix. 
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FIVE  MOST 

COMMON 

CANCERS 

IN  EACH 

RACIAL/ETHNIC 

GROUP 


he  top  five  cancer  age-adjusted  incidence 

rates  and  mortality  rates  are  displayed  for  men 

and  women  in  each  racial/ethnic  group.  Rankings 

for  the  total  white  population  are  identical  to 

those  for  the  non-Hispanic  white  population  and 

are  not  shown  in  this  set  of  graphs.  Among  men,  lung  and 

bronchus,  prostate  and  colorectal  cancer  appear  among  the 

top  five  cancer  incidence  rates  in  every  racial/ethnic  group. 

Prostate  cancer  is  the  highest  reported 
cancer  among  American  Indian,  black, 
Filipino,  Japanese,  non-Hispanic  white  and 
Hispanic  men.  Cancer  of  the  lung  and 
bronchus  is  highest  among  men  in  the 
remaining  racial/ethnic  groups.  In  women, 
breast  cancer  incidence  rates  are  highest  in 
all  groups  except  Vietnamese,  for  whom 
cervical  cancer  ranks  higher  than  breast 
cancer.  Cancers  of  the  breast,  lung  and 
bronchus  and  colon  and  rectum  appear 
among  the  top  five  cancer  incidence  rates  for 
women  in  every  racial/ethnic  group  except 
American  Indians,  for  whom  lung  cancer 
does  not  appear.  Unique  to  American  Indian 
women  in  New  Mexico  is  a  high  incidence 
rate  for  cancer  of  the  gallbladder.  Other 
studies  have  also  documented  elevated 
gallbladder  cancer  rates  among  American 
Indians.  Stomach  cancer  appears  among  the 
top  five  cancers  for  men  and  women  in  each 
of  the  Asian  populations  with  the  exception 
of  Filipinos  and  Chinese  women. 


Lung  cancer  is  the  leading  cause  of 
cancer  death  among  men  in  all  racial/ethnic 
groups  except  American  Indians,  who  have 
higher  mortality  from  cancers  of  the 
prostate,  stomach  and  liver.  Cancer  of  the 
prostate  or  colon  arid  rectum  is  the  second 
leading  cause  of  cancer  death  among  men  in 
most  other  racial/ethnic  groups.  The 
exception  is  Chinese  men,  for  whom  liver 
cancer  ranks  second  in  mortality.  Stomach 
cancer  appears  in  the  top  five  causes  of 
cancer  deaths  among  men  in  all  groups 


except  blacks,  Filipinos  and  non-Hispanic 
whites.  Cancer  of  the  pancreas  is  among  the 
top  five  causes  of  cancer  deaths  in  men  for 
all  groups  except  Alaska  Natives,  American 
Indians,  and  Filipinos. 

Among  women,  the  leading  cause  of 
cancer  death  in  most  racial/ethnic  groups  is 
lung  cancer.  Breast  cancer  is  the  leading 
cause  of  cancer  death  in  Filipino  and 
Hispanic  women  and  cancer  of  the 
gallbladder  ranks  highest  in  American 
Indian  women  in  New  Mexico  (based  on  19 
deaths).  Breast  cancer  is  in  second  place 
among  the  groups  where  lung  cancer 
mortality  is  highest,  except  for  Alaska 
Native  women,  who  experience  higher 
mortality  from  cancers  of  the  colon  and 
rectum.  Colorectal  cancer  appears  among 
the  top  five  cancer  mortality  rates  for  all 
groups  except  American  Indians  and  cancer 
of  the  pancreas  is  in  the  top  five  cancers  for 
all  groups. 
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FIVE  MOST  FREQUENTLY  DIAGNOSED  CANCERS 

SEER  INCIDENCE  Rates,  1988-1992 

(Rates  are  "average  annual"  per  100,000  population,  age-adjusted  to  1970  U.S.  standard) 


MEN 

Lung  and  Bronchus  81.1 
Colon  and  Rectum  79.7 
Prostate  46.1 
Stomach  27.2 
Kidney  and  Renal  Pelvis  19.0* 

Prostate  52.5 
Colon  and  Rectum  18.6 
Kidney  and  Renal  Pelvis  15.6 
*     Lung  and  Bronchus  14.4 
Liver  &  Intrahep.  13.1 

Prostate  180.6 
Lung  and  Bronchus  117.0 
Colon  and  Rectum  60.7 
Oral  Cavity  20.4 
Stomach  17.9 

Lung  and  Bronchus  52.1 
Prostate  46.0 
Colon  and  Rectum  44.8 
Liver  &  Intrahep.  20.8 
Stomach  15.7 

Prostate  69.8 

Lung  and  Bronchus  52.6 

Colon  and  Rectum  35.4 

Non-Hodgkin's  Lymphoma  1 2.9 

Liver  &  Intrahep.  10.5 


ALASKA  NATIVE 


AMERICAN  INDIAN  (NEW  MEXICO) 

1 


BLACK 


CHINESE 


FILIPINO 


HAWAIIAN 


WOMEN 

78.9  Breast 

67.4  Colon  and  Rectum 

50.6  Lung  and  Bronchus 

16.7  Kidney  and  Renal  Pelvis* 

15.8  Cervix  Uteri 

31.6  Breast 

17.5  Ovary 

15.3  Colon  and  Rectum 
13.2  Gallbladder 

10.7  Corpus  Uteri 

95.4  Breast 

45.5  Colon  and  Rectum 
44.2  Lung  and  Bronchus 

14.4  Corpus  Uteri 

13.2  Cervix  Uteri 

55.0  Breast 

33.6  Colon  and  Rectum 

25.3  Lung  and  Bronchus 
11.6  Corpus  Uteri 

9.3  Ovary 

73.1  Breast 

20.9  Colon  and  Rectum 

17.5  Lung  and  Bronchus 

14.6  Thyroid 
12.1  Corpus  Uteri 


Lung  and  Bronchus  89.0 
Prostate  57.2 
Colon  and  Rectum  42.4 
Stomach  20.5 
Non-Hodgkin's  Lymphoma  12.5 

*  =  Rale  is  based  on  fewer  than  25  cases  and  may  be  subject  to  greater  variability  than  the  other  rates  which  are  based  on  larger  numbers. 


105.6  Breast 
43.1  Lung  and  Bronchus 
30.5  Colon  and  Rectum 
23.9  Corpus  Uteri 
13.0  Stomach 
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FIVE  MOST  FREQUENTLY  DIAGNOSED  CANCERS 

SEER  INCIDENCE  Rates,  1988-1992 

(Rates  are  "average  annual"  per  100,000  population,  age-adjusted  to  1970  U.S.  standard) 


MEN 

Prostate  88.0 

Colon  and  Rectum  64.1 

Lung  and  Bronchus  43.0 
Stomach  30.5 
Urinary  Bladder  13.7 

Lung  and  Bronchus  53.2 
Stomach  48.9 
Colon  and  Rectum  31.7 
Liver  &  Intrahep.  24.8 
Prostate  24.2 

Lung  and  Bronchus  70.9 
Liver  &  Intrahep.  41.8 
Prostate  40.0 
Colon  and  Rectum  30.5 
Stomach  25.8 

Prostate  137.9 
Lung  and  Bronchus  79.0 
Colon  and  Rectum  57.6 
Urinary  Bladder  33.1 
Non-Hodgkin's  Lymphoma  19.1 

Prostate  89.0 
Lung  and  Bronchus  41.8 
Colon  and  Rectum  38.3 
Urinary  Bladder  15.8 
Stomach  15.3 

Prostate  92.8 
Lung  and  Bronchus  44.0 
Colon  and  Rectum  40.2 
Urinary  Bladder  16.7 
Stomach  16.2 


JAPANESE 


KOREAN 


VIETNAMESE 


WHITE  NON-HISPANIC 


HISPANIC  (TOTAL) 


WHITE  HISPANIC 


WOMEN 

82.3  Breast 

39.5  Colon  and  Rectum 

15.3  Stomach 

15.2  Lung  and  Bronchus 
14.5  Corpus  Uteri 

28.5  Breast 

21 .9  Colon  and  Rectum 

19.1  Stomach 

16.0  Lung  and  Bronchus 

15.2  Cervix  Uteri 

43.0  Cervix  Uteri 
37.5  Breast 

31.2  Lung  and  Bronchus 

27.1  Colon  and  Rectum 
25.8  Stomach 

115.7  Breast 

43.7  Lung  and  Bronchus 

39.2  Colon  and  Rectum 

23.0  Corpus  Uteri 
16.2  Ovary 

69.8  Breast 

24.7  Colon  and  Rectum 
19.5  Lung  and  Bronchus 
16.2  Cervix  Uteri 
13.7  Corpus  Uteri 

73.5  Breast 

25.9  Colon  and  Rectum 

20.4  Lung  and  Bronchus 

17.1  Cervix  Uteri 

14.5  Corpus  Uteri 
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FIVE  MOST  COMMON  TYPES  OF  CANCER  DEATHS 

United  States  MORTALITY  Rates,  1988-1992 

(Rates  are  "average  annual"  per  100,000  population,  age-adjusted  to  1970  U.S.  standard) 


MEN 

Lung  and  Bronchus  69.4 
Colon  and  Rectum  27.2 
Stomach  18.911 

i 

Kidney  and  Renal  Pelvis  13.4 

i 

Nasopharynx  11.6 


ALASKA  NATIVE 


WOMEN 
45.3  Lung  and  Bronchus 

24.0  Colon  and  Rectum 

16.0  Breast* 

15.5  Pancreas 

-) 

7.4  Kidney  and  Renal  Pelvis 


AMERICAN  INDIAN  (NEW  MEXICO) 


Prostate  16.2 

Stomach  11.2* 
i 

Liver  &  Intrahep.  11.2 
Lung  and  Bronchus  10.4 

i 

Colon  and  Rectum  8.5 


8.9  Gallbladder 

8.7  Breast* 

8.0  Cervix  Uteri* 

7.4  Pancreas 

7.3  Ovary* 


BLACK 


Lung  and  Bronchus  105.6 
Prostate  53.7 
Colon  and  Rectum  28.2 
Esophagus  14.8 
Pancreas  14.4 


31.5  Lung  and  Bronchus 
31.4  Breast 

20.4  Colon  and  Rectum 
10.4  Pancreas 
6.7  Cervix  Uteri 


CHINESE 


Lung  and  Bronchus  40.1 
Liver  &  Intrahep.  17.7 
Colon  and  Rectum  1 5.7 
Stomach  10.5 
Pancreas  6.7 

Lung  and  Bronchus  29.8 
Prostate  13.5 
Colon  and  Rectum  11.4 
Liver  &  Intrahep.  7.8 
Leukemia  5.7 


n 


18.5  Lung  and  Bronchus 

11.2  Breast 

10.5  Colon  and  Rectum 

5.1  Pancreas 

4.8  Stomach 

11.9  Breast 

10.0  Lung  and  Bronchus 
5.8  Colon  and  Rectum 
3.5  Pancreas 
3.4  Ovary 


*  =  Rate  is  based  on  fewer  than  25  deaths  and  may  be  subject  to  greater  variability  than  the  other  rates  which  are  based  on  larger  numbers. 
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FIVE  MOST  COMMON  TYPES  OF  CANCER  DEATHS 
United  States  MORTALITY  Rates,  1988-1992 

(Rates  are  "average  annual"  per  100,000  population,  age-adjusted  to  1970  U.S.  standard) 


MEN 

Lung  and  Bronchus  88.9 
Colon  and  Rectum  23.7 
Prostate  19.9 
Stomach  14.4 
Pancreas  12.8 

Lung  and  Bronchus  32.4 
Colon  and  Rectum  20.5 
Stomach  17.4 
Prostate  11.7 
Pancreas  8.5 


HAWAIIAN 


JAPANESE 


WOMEN 
44.1  Lung  and  Bronchus 

25.0  Breast 

12.8  Stomach 

1 1 .4  Colon  and  Rectum 
9.1  Pancreas 

12.9  Lung  and  Bronchus 

12.5  Breast 

1 2.3  Colon  and  Rectum 
9.3  Stomach 
6.7  Pancreas 


WHITE  NON-HISPANIC 


Lung  and  Bronchus  74.2 
Prostate  24.4 

Colon  and  Rectum  23.4 
Pancreas  9.8 
Leukemia  8.6 


32.9  Lung  and  Bronchus 

27.7  Breast 

1 5.6  Colon  and  Rectum 

8.2  Ovary 

7.0  Pancreas 


HISPANIC  (TOTAL) 


Lung  and  Bronchus  32.4 
Prostate  15.3 

Colon  and  Rectum  12.8 
Stomach  8.4 
Pancreas  7.1 


15.0  Breast 

10.8  Lung  and  Bronchus 
8.3  Colon  and  Rectum 
5.2  Pancreas 
4.8  Ovary 


WHITE  HISPANIC 


Lung  and  Bronchus  33.6 
Prostate  15.9 

Colon  and  Rectum  13.4 
Stomach  8.8 
Pancreas  7.4 


15.7  Breast 

11.2  Lung  and  Bronchus 
8.6  Colon  and  Rectum 
5.4  Pancreas 
5.1  Ovary 
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ALL 

CANCERS 
COMBINED 


verall  cancer  incidence  rates  in  the  SEER 
regions  are  higher  in  men  than  women.  Black 
men  have  the  highest  incidence  rate  of  cancer. 
Non-Hispanic  white  men  have  the  next  highest 
rate  which  is  14%  lower  than  that  of  black  men. 
Rates  for  Alaska  Native  men  and  Hawaiian  men  follow  those 
for  whites  and  are  over  one-third  lower  than  the  rate  for 
black  men.  The  rate  in  white  Hispanic  men  is  similar  to  that 

for  Hawaiian  men.  American  Indians  in  ii—i^-^— 
New  Mexico  have  the  lowest  overall  cancer 
incidence  rate  among  men,  nearly  two-thirds 
lower  than  the  rate  for  black  men.  Among 
the  Asian  subgroups,  Vietnamese  men  have 
the  highest  incidence  rate,  followed  by 
Japanese,  Chinese,  Filipino  and  Korean 
men.  The  incidence  rate  for  Korean  men  is 
more  than  1 8%  lower  than  that  for 
Vietnamese  men.  The  racial/ethnic  pattern 
is  similar  when  incidence  rates  are 
calculated  for  each  of  the  three  age  groups. 


Among  women,  the  racial/ethnic 
differences  in  the  incidence  rates  for  all 
cancers  are  not  as  extreme  as  they  are  for 
men.  The  rate  is  highest  for  non-Hispanic 
white  women,  followed  by  Alaska  Native 
(<  2%  lower),  white  (2%  lower),  black  (8% 
lower)  and  Hawaiian  (9%  lower)  women. 
The  lowest  rates  occur  in  American  Indian 
women  in  New  Mexico  and  Korean  women. 
Similar  to  the  pattern  in  men,  rates  among 
women  are  low  for  Koreans,  Chinese  and 
Filipinos.  The  incidence  rate  for  all  cancers 
in  Vietnamese  women  is  the  highest  among 
Asian  women,  and  is  higher  than  that  for 
white  Hispanic  women.  Alaska  Natives 
have  the  highest  rate  among  women  30-54 
years  and  70  years  and  older.  Non-Hispanic 
white  rates  are  highest  among  women  in  the 
55-69  year  old  age  group. 

The  male-to-female  ratio  of 
age-adjusted  cancer  incidence  rates  ranges 
from  a  low  of  1 . 1  for  Alaska  Natives, 


Hawaiians,  and  American  Indians  in  New 
Mexico  to  a  high  of  1 .7  for  blacks.  For 
Koreans,  the  ratio  is  also  relatively  high,  at 
1.5.  Among  the  remaining  racial/ethnic 
groups,  the  male-to-female  rate  ratio  ranges 
from  1 .2  (Filipinos  and  Vietnamese)  to  1 .4 
(non-Hispanic  whites).  Women  have  higher 
incidence  rates  than  men  in  the  age  group 
30-54  years  for  every  racial/ethnic  group. 
This  is  due  to  the  high  rates  of  female  breast 
cancer  and  cancers  of  the  female  genital 
system  (ovary,  corpus  uteri  and  cervix)  in 
this  age  group.  In  the  age  group  55-69 
years,  men  have  higher  incidence  rates  than 
women  in  all  groups  except  American 
Indians  in  New  Mexico. 

Similar  to  the  SEER  area  incidence 
rates,  United  States  mortality  rates  are 
highest  for  blacks,  non-Hispanic  whites, 
Alaska  Natives  and  Hawaiians,  although  the 
relative  rankings  among  these  four  groups 
differ  somewhat  from  the  incidence  rate 
rankings.  Among  men,  blacks  have  the 
greatest  risk  of  dying  from  cancer,  whereas 
for  women,  the  highest  mortality  rate  occurs 
in  Alaska  Natives.  Mortality  rates  are  not 
currently  available  for  Koreans  and 
Vietnamese.  Among  groups  with  relatively 
low  mortality  rates,  Filipino  men  and 
women  rank  substantially  below  American 
Indians,  Japanese,  Chinese  and  white 
Hispanics. 
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Overall  cancer  mortality  rates  shown 
for  American  Indians  in  New  Mexico  are 
comparable  to  those  for  all  American 
Indians  in  the  U.S.  (125  per  100,000  in  men 
and  88  per  1 00,000  in  women,  not  shown). 
The  New  Mexico  American  Indian  rates  for 
specific  cancers,  however,  are  not 
necessarily  representative  of  those  for 
American  Indians  living  in  other  regions  of 
the  country.  Researchers  have  noted  that 
rates  for  cancers  of  the  lung  and  bronchus, 
colon  and  rectum,  and  female  breast  are 
substantially  lower  among  southwestern 
tribes  than  among  northern  and  eastern 
tribes  (NIH  Publication  No.  93-3603, 1993). 
Regional  variations  in  cancer  rates  also 
occur  for  the  other  racial/ethnic  groups. 
Differences  in  the  rates  between  the  racial/ 
ethnic  groups  remain  important,  however, 
and  are  the  focus  of  this  report. 

Mortality  rates  by  age  show  patterns 
similar  to  the  incidence  rates  with  a  few 
exceptions.  In  contrast  to  the  incidence 
patterns  by  age,  cancer  mortality  rates 
among  men  in  the  age  groups  55-69  years 
and  70  years  and  older  are  higher  in  Alaska 
Native  men  than  in  white  men.  In  women 
aged  55-69  years,  mortality  among  Alaska 
Natives  exceeds  that  for  whites,  unlike  the 
incidence  pattern.  Otherwise,  the  racial/ 
ethnic  mortality  patterns  by  age  group  are 
generally  similar  to  those  for  incidence. 


country).  Another  possibility  is  that  deaths 
within  a  particular  racial/ethnic  group  may 
be  under  ascertained  due  to  misclassification 
of  race/ethnicity  information  on  the  death 
certificate.  The  low  incidence-to-mortality 
rate  ratios  in  Hawaiian  men  (1 .4),  American 
Indian  men  (1.6)  and  women  (1.8),  Alaska 
Native  men  ( 1 .7),  and  black  men  (1.8)  likely 
reflect  higher  case  fatality  rates  in  these 
groups. 


The  incidence-to-mortality  rate  ratios 
for  Filipinos  are  2.6  for  men  and  3.6  for 
women,  higher  than  those  for  any  other 
group  studied.  High  incidence-to-mortality 
ratios  may  reflect  high  survival  of  cancer 
patients.  Conversely,  low  incidence-to- 
mortality  ratios  may  reflect  high  case 
fatality.  High  incidence-to-mortality  ratios 
may  also  result  when  death  certificates  are 
never  located  through  long-term  follow-up 
of  persons  diagnosed  with  cancer  (e.g.,  if 
persons  diagnosed  with  cancer  leave  the 
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ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
JAPANESE 
KOREAN 
VIETNAMESE 
WHITE 

HISPANIC  (TOTAL) 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 


MEN 


SEER  INCIDENCE  Rates,  1988-1992 

WOMEN 


HISPANIC  (TOTAL) 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 


ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

I80 

BLACK 
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'~7~\\  213 
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1  :,|  224 
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United  States  MORTALITY  Rates,  1988-1992 


MEN 


ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
i  JAPANESE 
KOREAN 
VIETNAMESE 
WHITE 

HISPANIC  (TOTAL) 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 
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N/A 
N/A 

1 

/ 
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225 
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213 
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AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
JAPANESE 
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VIETNAMESE 
WHITE 
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WHITE  HISPANIC 

WHITE 
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100    200    300    400    500    600  700 


99 
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168 
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14) 


143 


79 


100    200    300    400    500    600  700 


NOTE:  Rates  are  "average  annual"  per  100,000  population,  age-adjusted  to  1970  U.S.  standard;  N/A  =  information  not  available; 
*  =  rate  not  calculated  when  fewer  than  25  cases. 
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SEER  INCIDENCE  Rates  by  Age  at  Diagnosis,  1988-1992 
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NOTE:  Rates  are  per  100,000  population,  age-adjusted  to  1970  U.S.  standard;  *  -  rate  not  calculated  when  fewer  than  25 
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United  States  MORTALITY  Rates  by  Age  at  Death,  1988-1992 


MEN 


WOMEN 


ALASKA  NATIVE 

AUCDIi^Akl  INDIAN 

(NEW  MEXICO) 
BLACK 

1  99 
43 

1  154 

ALASKA  NATIVE 

AMFRIPAN  INDIAN 

(NEW  MEXICO) 
BLACK 

103 
66 
117 

CHINESE 

57 

CHINESE 

47 

FILIPJNO 

43 

FIUPINO 

50 

HAWAIIAN 
JAPANESE 

1 122 

37 

AGE  30-54 

HAWAIIAN 
JAPANESE 

114 

52 

KOREAN 

N/A 

KOREAN 

N/A 

VIETNAMESE 

N/A' 

VIETNAMESE 

N/A 

WHITE 

79 

WHITE 

83 

HISPANIC  (TOTAL) 

47 

HISPANIC  (TOTAL) 

53 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 

50 
81 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 

57 
85 

1500 


3000 


4500 


1500 


ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
JAPANESE 
KOREAN 
VIETNAMESE 
WHITE 

HISPANIC  (TOTAL)  | 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 

I 

ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
JAPANESE 
KOREAN 
VIETNAMESE 
WHITE 

HISPANIC  (TOTAL) 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC  | 


637 


988 


819 


613 


AGE  55-69 


1500 


3000 


4500 


1758 


2297 


1522 
94 


1725 


1744 


ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 
CHINESE 
FILIPINO 
HAWAIIAN 
JAPANESE 
KOREAN 
VIETNAMESE 
WHITE 

HISPANIC  (TOTAL)  | 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 


ALASKA  NATIVE 

AMERICAN  INDIAN 
(NEW  MEXICO) 

BLACK 


1500 


AGE  70+ 


HISPANIC  (TOTAL) 

WHITE  HISPANIC 

WHITE 
NON-HISPANIC 


959 


31 


3000 


4500 


 J  541 

1  326 

533 

1  212 
|  172 

B  601 

|  254 

N/A 
N/A 

J  426 

1 

|  238 
|  249 
^436 

3000 


4500 


0  1500  3000  4500  0  1500  3000  4500 

NOTE:  Rates  are  "average  annuar  per  100,000  population,  age-adjusted  to  1970  U.S.  standard;  N/A  =  data  unavailable;*  =  fewer  than  25  deaths. 
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Colorectal  Cancer 

  BASIC  FACTS  ON  SCREENING 


What  is  Colorectal  Cancer? 

Colorectal  cancer  is  cancer  that  occurs  in  the 
colon  or  rectum. 
Sometimes  it  is 
called  colon  cancer, 
for  short.  As  the 
drawing  shows,  the 
colon  is  the  large 
intestine  or  large 
bowel.  The  rectum 
is  the  passageway 
that  connects  the 
colon  to  the  anus. 


small  intestine 

rectum 


Colon  and  Rectum 


Ifs  the  Second  Leading  Cancer  Killer 

Colorectal  cancer  is  the  second  leading  cancer 
killer  in  the  United  States,  but  it  doesn't  have  to 
be.  If  everybody  age  50  or  older  had  regular 
screening  tests,  at  least  one-third  of  deaths  from 
this  cancer  could  be  avoided.  So  if  you  are  50 
or  older,  start  screening  now. 

Who  Gets  Colorectal  Cancer? 

•  Both  men  and  women  can  get  colorectal  cancer. 

•  Colorectal  cancer  is  most  often  found  in 
people  50  and  older. 

•  The  risk  for  getting  colorectal  cancer  increases 
with  age. 

Are  You  at  High  Risk? 

Your  risk  for  colorectal  cancer  may  be  higher 
than  average  if: 

•  You  or  a  close  relative  have  had  colorectal 
polyps  or  colorectal  cancer. 

•  You  have  inflammatory  bowel  disease. 

People  at  high  risk  for  colorectal  cancer  may  need 
earlier  or  more  frequent  tests  than  other  people. 
Talk  to  your  doctor  about  when  you  should  begin 
screening  and  how  often  you  should  be  tested. 


Screening  Saves  Lives 

If  you're  50  or  older,  getting  a  screening  test  for 
colorectal  cancer  could  save  your  life.  Here's  how: 

•  Colorectal  cancer  usually  starts 
from  polyps  in  the  colon  or 
rectum.  A  polyp  is  a  growth 
that  shouldn't  be  there. 

•  Over  time,  some  polyps  can 
turn  into  cancer. 


Colon  Polyp 


•  Screening  tests  can  find  polyps,  so  they  can  be 
removed  before  they  turn  into  cancer. 

•  Screening  tests  can  also  find  colorectal  cancer 
early.  When  it  is  found  early,  the  chance  of 
being  cured  is  good. 

Colorectal  Cancer  Can  Start 
With  No  Symptoms 

People  who  have  polyps  or  colorectal  cancer 
sometimes  don't  have  symptoms,  especially  at 
first.  This  means  that  someone  could  have  polyps 
or  colorectal  cancer  and  not  know  it.  That  is 
why  having  a  screening  test  is  so  important. 

What  are  the  Symptoms? 

Some  people  with  colorectal  polyps  or 
colorectal  cancer  do  have  symptoms.  They 
may  include: 

•  Blood  in  or  on  your  stool  (bowel  movement). 

•  Pain,  aches,  or  cramps  in  your  stomach  that 
happen  a  lot  and  you  don't  know  why. 

•  A  change  in  bowel  habits,  such  as  having 
stools  that  are  narrower  than  usual. 

•  Losing  weight  and  you  don't  know  why. 

If  you  have  any  of  these  symptoms,  talk  to  your 
doctor.  These  symptoms  may  also  be  caused  by 
something  other  than  cancer.  However,  the 
only  way  to  know  what  is  causing  them  is  to 
see  your  doctor. 


Types  of  Screening  Tests 

There  are  several  different  screening  tests  that 
can  be  used  to  find  polyps  or  colorectal 
cancer.  Each  one  can  be  used  alone. 
Sometimes  they  are  used  in  combination 
with  each  other.  Talk  to  your  doctor  about 
which  test  or  tests  are  right  for  you  and  how 
often  you  should  be  tested. 

•  Fecal  Occult  Blood  Test  or  Stool  Test 

For  this  test,  you  receive  a  test  kit  from  your 
doctor  or  health  care  provider.  At  home, 
,you  put  a  small  piece  of  stool  on  a  test  card. 
You  do  this  for  three  bowel  movements  in 
a  row.  Then  you  return  the  test  cards  to 
the  doctor  or  a  lab.  The  stool  samples  aire 
checked  for  blood. 

How  Often:  This  test  should  be  done 
every  year. 

•  Flexible  Sigmoidoscopy 

For  this  test,  the  doctor  puts  a  short,  thin, 
flexible,  lighted  tube  into  your  rectum.  The 
doctor  checks  for  polyps  or  cancer  inside  the 
rectum  and  lower  third  of  the  colon. 

How  Often:  This  test  is  usually  done  every 
5  years. 
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•  Fecal  Occult  Blood  Test  Plus  Flexible 
Sigmoidoscopy 

Your  doctor  may  ask  you  to  have  both  tests. 
Some  experts  believe  that  by  using  both  tests, 
there  is  a  better  chance  of  finding  polyps  or 
colorectal  cancer. 

•  Colonoscopy 

This  test  is  similar  to  flexible  sigmoidoscopy, 
except  the  doctor  uses  a  longer,  thin,  flexible, 
lighted  tube  to  check  for  polyps  or  cancer 
inside  the  rectum  and  the  entire  colon.  ' 
During  the  test,  the  doctor  can  find  and 
remove  most  polyps  and  some  cancers. 

How  Often:  This  test  is  usually  done  every 
10  years. 

Colonoscopy  may  also  be  used  as  a  follow-up  test 
if  anything  unusual  is  found  during  one  of  the 
other  screening  tests. 

•  Double  Contrast  Barium  Enema 

This  test  is  an  x-ray  of  your  colon.  You  are 
given  an  enema  with  a  liquid  called  barium. 
Then  the  doctor  takes  an  x-ray.  The  barium 
makes  it  easy  for  the  doctor  to  see  the 
outline  of  your  colon  on  the  x-ray  to 
check  for  polyps  or  other  abnormalities. 

How  Often:  This  test  is  usually  done  every 
5-10  years. 


Will  Insurance  or  Medicare  Pay  for 
Screening  Tests? 

Many  insurance  plans  and  Medicare  help  pay  for 
colorectal  cancer  screening  tests.  Check  with  your 
plan  to  find  out  which  tests  are  covered  for  you. 
To  find  out  about  Medicare  coverage,  call 
1-800-MEDICARE  (1-800-633-4227). 
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The  Bottom  Line 

If  you're  50  or  older,  talk  with  your  doctor 
about  getting  screened. 

For  more  information,  visit 

www.  cdc.gov/ cancer/ScreenforLife. 

Or  call  the  National  Cancer  Institute  s  Cancer 

Information  Service:  1-800-4-CANCER. 

ForTTY  call  1-800-332-8615. 
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Questions  and  Answers  About  Cancer 

1.  What  is  cancer? 

Cancer  is  a  group  of  many  different  diseases  that  have  some 
important  things  in  common.  Cancer  affects  our  cells,  the  body's 
basic  unit  of  life. 


To  understand  cancer,  it  is  helpful  to  know  what  happens  when 
normal  cells  become  cancerous.  The  body  is  made  up  of  many  types 
of  cells.  Normally,  cells  grow,  divide,  and  produce  more  cells  as  they 
are  needed  to  keep  the  body  healthy.  Sometimes,  however,  the 
process  goes  astray — cells  keep  dividing  when  new  cells  are  not 
needed.  The  mass  of  extra  cells  forms  a  growth  or  tumor.  Tumors  can 
be  benign  or  malignant. 

Benign  tumors  are  not  cancer.  They  often  can  be  removed  and,  in 
most  cases,  they  do  not  come  back.  Cells  in  benign  tumors  do  not 
spread  to  other  parts  of  the  body.  Most  important,  benign  tumors  are 
rarely  a  threat  to  life. 

Malignant  tumors  are  cancer.  Cells  in  malignant  tumors  are 
abnormal  and  divide  without  control  or  order.  These  cancer  cells  can 
invade  and  destroy  the  tissue  around  them.  Cancer  cells  can  also 
break  away  from  a  malignant  tumor  and  enter  the  bloodstream  or 
lymphatic  system  (these  two  networks  of  vessels  carry  blood  and 
lymph  throughout  the  body).  The  process  by  which  cancer  spreads 
from  the  original  tumor  to  form  new  tumors  in  other  parts  of  the  body 
is  called  metastasis. 

2.  What  are  some  of  the  common  signs  and  symptoms  of  cancer? 

Cancer  can  cause  a  variety  of  symptoms.  These  are  some  of  them: 

°  Thickening  or  lump  in  the  breast  or  any  other  part  of  the  body 

°  Obvious  change  in  a  wart  or  mole 

°  A  sore  that  does  not  heal 

°  Nagging  cough  or  hoarseness 

o  Changes  in  bowel  or  bladder  habits 

o  Indigestion  or  difficulty  swallowing 
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0  Unexplained  changes  in  weight 
0  Unusual  bleeding  or  discharge 

When  these  or  other  symptoms  occur,  they  are  NOT  always  caused 
by  cancer.  They  may  also  be  caused  by  infections,  benign  tumors,  or 
other  problems.  It  is  important  to  see  the  doctor  about  any  of  these 
symptoms  or  about  other  physical  changes.  Only  a  doctor  can  make  a 
diagnosis.  One  should  not  wait  to  feel  pain:  Early  cancer  usually  does 
not  cause  pain. 

If  symptoms  occur,  the  doctor  may  order  various  tests  and/or  a 
biopsy.  A  biopsy  is  the  most  reliable  way  to  know  whether  a  medical 
problem  is  cancer.  During  a  biopsy,  the  doctor  removes  a  sample  of 
tissue  from  the  abnormal  area.  The  tissue  is  then  examined  under  a 
microscope  to  check  for  cancer  cells. 

3.  How  is  cancer  treated? 

Cancer  may  be  treated  with  surgery,  radiation  therapy.  chemotherapyT 
hormone  therapy,  or  biological  therapy.  The  doctor  may  use  one 
method  or  a  combination  of  methods.  The  choice  of  treatment 
depends  on  the  type  and  location  of  the  cancer,  whether  the  disease 
has  spread,  the  patient's  age  and  general  health,  and  other  factors. 

An  important  option  for  people  with  cancer  is  to  take  part  in  clinical 
trials  (research  studies).  Doctors  conduct  clinical  trials  to  learn  about 
the  effectiveness  and  side  effects  of  new  treatments.  Through 
research,  doctors  learn  new  ways  to  treat  cancer  that  may  be  more 
effective  than  the  standard  therapy.  In  some  studies,  all  patients 
receive  the  new  treatment.  In  others,  doctors  compare  different 
therapies  by  giving  the  new  treatment  to  one  group  of  patients  and  the 
standard  therapy  to  another  group.  Research  like  this  has  led  to 
significant  advances  in  the  treatment  of  cancer.  People  who  take  part 
in  these  studies  have  the  first  chance  to  benefit  from  treatments  that 
have  shown  promise.  They  also  make  an  important  contribution  to 
medical  science. 

4.  Can  cancer  be  prevented? 

Cancer  develops  gradually  as  a  result  of  a  complex  mix  of  factors 
related  to  environment,  lifestyle,  and  heredity.  Scientists  have 
identified  many  factors  that  increase  the  chance  of  getting  cancer. 
Some  people  are  more  sensitive  than  others  to  factors  that  can  cause 
cancer. 

Many  cases  of  cancer  can  be  prevented  by  not  using  tobacco 
products,  avoiding  the  harmful  rays  of  the  sun,  and  choosing  foods 
with  less  fat  and  more  fiber.  In  addition,  alcohol  and  exposure  to 
certain  chemicals  and/or  radiation  may  increase  a  person's  risk  of 
developing  cancer. 
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Although  many  risk  factors  can  be  avoided,  others,  such  as  inherited 
factors,  are  unavoidable.  Still,  it  is  helpful  to  be  aware  of  them.  It  is 
also  important  to  keep  in  mind  that  not  everyone  with  a  particular  risk 
factor  for  cancer  actually  gets  the  disease;  in  fact,  most  do  not.  People 
who  have  an  increased  likelihood  of  developing  cancer  can  help 
protect  themselves  by  avoiding  risk  factors  whenever  possible  and  by 
getting  regular  checkups  so  that,  if  cancer  develops,  it  is  likely  to  be 
found  early.  Treatment  is  likely  to  be  more  effective  when  cancer  is 
detected  early. 


### 

Sources  of  National  Cancer  Institute  Information 

Cancer  Information  Service 

Toll-free:  1-800-4-CANCER  (1-800-422-6237) 

TTY  (for  deaf  and  hard  of  hearing  callers):  1-800-332-8615 

NCI  Online 

Internet 

Use  http://cancer.gov  to  reach  NCI's  Web  site. 
CancerMail  Service 

To  obtain  a  contents  list,  send  e-mail  to  cancermail@jcicc.nci.nih.gov 
with  the  word  "help"  in  the  body  of  the  message. 

CancerFax®  fax  on  demand  service 

Dial  301-402-5874  and  listen  to  recorded  instructions. 
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Obesity  and  Cancer 


Scientists  have  identified  a  number  of  factors  that  increase  a  person's  chance 
of  developing  cancer.  For  example,  they  have  found  that  cancer  is  related  to 
the  use  of  tobacco;  what  people  eat  and  drink;  exposure  to  ultraviolet 
radiation  from  the  sun;  and  exposure  to  cancer-causing  agents  (carcinogens) 
in  the  environment  and  the  workplace. 

One  factor  under  investigation  is  obesity.  Obesity  is  different  from 
overweight.  People  who  are  overweight  have  excess  body  weight,  which  can 
come  from  fat,  muscle,  bone,  and/or  water  retention.  People  who  are  obese 
have  an  abnormally  high,  unhealthy  proportion  of  body  fat. 

More  than  50  percent  of  American  adults  are  overweight  to  some  extent,  and 
almost  25  percent  are  obese.  The  number  of  people  who  are  obese  has 
increased  steadily  over  the  past  30  years.  From  1960  to  1994,  the  prevalence 
of  obesity  among  adults  increased  from  13.4  percent  to  22.3  percent.  From 
1991  to  1998,  obesity  increased  in  every  state  of  the  United  States,  in  both 
sexes,  among  smokers  and  nonsmokers,  and  across  race/ethnicity,  age,  and 
educational  levels.  Because  of  this  dramatic  rise,  even  a  small  increase  in 
cancer  risk  due  to  obesity  is  cause  for  concern. 

Researchers  have  found  a  consistent  relationship  between  obesity  and  a 
number  of  diseases,  including  diabetes,  heart  disease,  high  blood  pressure, 
and  stroke.  Although  study  results  related  to  cancer  have  been  conflicting, 
with  some  showing  an  increased  risk  and  others  not  showing  such  an 
association,  obesity  does  appear  to  be  linked  to  some  types  of  cancer. 
Obesity  appears  to  increase  the  risk  of  cancers  of  the  breast,  colon,  prostate, 
endometrium  (lining  of  the  uterus),  cervix,  ovary,  kidney,  and  gallbladder. 
Studies  have  also  found  an  increased  risk  for  cancers  of  the  liver,  pancreas, 
rectum,  and  esophagus.  Although  there  are  many  theories  about  how  obesity 
increases  cancer  risk,  the  exact  mechanisms  are  not  known.  They  may  be 
different  for  different  types  of  cancer.  Also,  because  obesity  develops 
through  a  complex  interaction  of  heredity  and  lifestyle  factors,  researchers 
may  not  be  able  to  tell  whether  the  obesity  or  something  else  led  to  the 
development  of  cancer. 

Measurement  of  Overweight  and  Obesity 

Definitions  and  measurements  of  overweight  and  obesity  have  varied  over 
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time,  from  study  to  study,  and  from  one  part  of  the  world  to  another.  The 
variety  of  ways  of  determining  overweight  and  obesity  affected  the  results  of 
earlier  studies  and  made  it  difficult  to  compare  data  across  studies.  Most 
researchers  currently  use  a  formula  based  on  weight  and  height,  known  as 
Body  Mass  Index  (BMI),  to  study  obesity  as  a  risk  factor  for  cancer.  A  BMI 
calculator  is  available  at  http://www.nhlDisupport.com/bmi  on  the  Internet. 

Two  components  of  the  National  Institutes  of  Health — the  National  Heart, 
Lung,  and  Blood  Institute  (NHLBI)  and  the  National  Institute  of  Diabetes 
and  Digestive  and  Kidney  Diseases  (NIDDK) — convened  a  panel  of  experts 
to  provide  guidelines  for  the  measurement  of  overweight  and  obesity.  The 
report,  which  was  released  in  June  1998,  provided  standard  definitions  for 
overweight  and  obesity  that  are  consistent  with  the  recommendations  of 
many  other  countries  and  the  World  Health  Organization.  The  panel 
identified  overweight  as  a  BMI  of  25  to  30,  and  obesity  as  a  BMI  of  30  or 
more.  Health  risks  increase  gradually  with  increasing  BMI.  BMI  is  useful  in 
tracking  trends  in  the  population  because  it  provides  a  more  accurate 
measure  of  overweight  and  obesity  than  weight  alone.  By  itself,  however, 
this  measurement  cannot  give  direct  or  specific  information  about  a  person's 
health. 

Recent  Research  Findings 

A  study  published  in  the  January  2001  issue  of  Cancer  Causes  and  Control 
evaluated  the  relationship  between  obesity  and  cancer  risk.  More  than 
28,000  Swedish  patients  who  were  diagnosed  as  obese  were  followed  for  up 
to  29  years.  The  researchers  compared  the  incidence  of  cancer  in  these 
patients  with  the  incidence  in  the  general  Swedish  population.  They  found 
33  percent  more  cases  of  cancer  among  the  obese  people  than  in  the  general 
population  (25  percent  more  among  men  and  37  percent  more  among 
women).  The  obese  patients  had  an  increased  risk  for  Hodgkin's  disease 
(among  men)  and  cancers  of  the  endometrium,  kidney,  gallbladder,  colon, 
pancreas,  bladder,  cervix,  ovary,  and  brain.  An  association  between  obesity 
and  liver  cancer  was  also  found,  but  that  may  be  explained  by  the  presence 
of  diabetes  and  alcoholism  in  these  patients.  The  researchers  also  found 
some  associations  between  obesity  and  cancer  that  were  not  found  by 
previous  researchers,  including  non-Hodgkin's  lymphoma  (among  women) 
and  cancers  of  the  small  intestine  and  larynx.  They  recommended  further 
study  of  the  association  between  obesity  and  these  types  of  cancer. 

In  another  study,  published  in  the  November  2, 2000,  issue  of  The  New 
England  Journal  of  Medicine ,  researchers  examined  the  health  records  of 
363,992  Swedish  men  who  had  at  least  one  physical  exam  between  1971  and 
1992,  and  were  followed  until  their  death  or  the  end  of  1995.  Compared  with 
men  in  the  lowest  range  for  BMI,  men  in  the  middle  range  had  a  30-  to  60- 
percent  greater  risk  of  renal  cell  cancer  (the  most  common  type  of  kidney 
cancer),  and  men  in  the  highest  range  had  nearly  double  the  risk.  There  was 
also  a  direct  association  between  higher  blood  pressure  and  a  higher  risk  of 
renal  cell  cancer.  A  reduction  in  blood  pressure  appeared  to  lower  the  risk  of 
renal  cell  cancer. 
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Obesity  may  also  play  a  role  in  a  type  of  esophageal  cancer  called 
adenocarcinoma.  A  study  sponsored  by  the  National  Cancer  Institute 
concluded  that  excess  abdominal  fat  may  lead  to  reflux  disease  (a  condition 
in  which  liquid  from  the  stomach  backs  up  into  the  esophagus)  by  increasing 
pressure  on  the  stomach.  Reflux  disease  can  cause  inflammation  of  tissues  at 
the  bottom  of  the  esophagus  and  can  lead  to  a  precancerous  condition  called 
Barrett's  esophagus,  which  may  develop  into  cancer  of  the  esophagus.  The 
researchers  noted  that,  although  obesity  may  contribute  to  reflux  disease,  it 
is  unclear  exactly  how  obesity  increases  the  risk  of  esophageal  cancer.  The 
research  team  is  also  studying  dietary  factors,  but  analyses  have  not  been 
completed. 

1 

Research  Needs 

More  research  is  needed  to  better  understand  the  effect  of  obesity  on  the 
development  of  cancer.  In  particular,  studies  are  needed  to  evaluate  the 
combined  effects  of  diet,  body  weight,  and  physical  activity.  For  some  types 
of  cancer,  such  as  colon  and  breast,  it  is  not  clear  whether  the  increased 
cancer  risk  is  due  to  extra  weight,  inadequate  consumption  of  fruits  and 
vegetables,  or  a  high-fat,  high-calorie  diet.  Lack  of  physical  activity  also 
contributes  to  obesity  and  appears  to  be  associated  with  increased  risk  of. 
cancers  of  the  breast  and  colon.  Physical  inactivity  may  also  be  associated 
with  other  types  of  cancer,  such  as  prostate  cancer. 

However,  because  physical  activity  level  is  difficult  to  measure,  its  impact 
on  cancer  may  be  underestimated  due  to  misclassiflcation.  In  the  future, 
researchers  may  measure  physical  fitness,  rather  than  level  of  physical 
activity.  Physical  fitness  appears  to  predict  heart  disease  better  than 
measures  of  physical  activity;  the  same  may  be  true  for  cancer.  The  complex 
relationship  between  physical  activity  and  obesity  makes  it  important  that 
researchers  include  both  factors  in  future  epidemiological  investigations. 

IARC  Recommendations 

In  February  2001,  a  panel  of  experts  met  at  the  International  Agency  for 
Research  on  Cancer  (IARC)  in  Lyon,  France,  and  concluded  that  overweight 
and  a  sedentary  lifestyle  are  associated  with  several  diseases,  including 
cancer.  The  panel  recommended  that  prevention  of  obesity  begin  early  in 
life,  based  on  healthy  eating  habits  and  regular  physical  activity.  The  panel 
advised  people  who  are  overweight  or  obese  to  avoid  gaining  additional 
weight,  and  to  lose  weight  through  dietary  changes  and  exercise.  The  IARC, 
which  is  part  of  the  World  Health  Organization,  coordinates  and  conducts 
research  on  the  causes  of  cancer  and  develops  scientific  strategies  for  cancer 
control.  The  full  report  will  be  published  later  in  2001. 

Resources 

The  following  U.S.  Government  agencies  have  information  about 
controlling  weight  and  preventing  overweight  and  obesity: 
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Organization: 

Address: 

Telephone: 

Fax: 
E-mail: 


National  Institute  of  Diabetes  and  Digestive  and 

Kidney  Diseases  (NIDDK) 

Weight-control  Information  Network  (WIN) 

One  Win  Way 

Bethesda,  MD  20892-3665 

202-828-1025 
1-877-946-4627 

202-828-1028 

win(g),info.niddk.nih.  gov 


Internet  Web  site:  http://www.niddk.nih.gov/health/nutrit/win.htm 

WIN  is  a  national  public  information  service  of  the  NIDDK.  WIN  assembles 
and  distributes  information  and  publications  about  weight  control,  obesity, 
and  nutritional  disorders. 


Organization: 

Address: 

Telephone: 
Fax: 


National  Heart,  Lung,  and  Blood  Institute  (NHLBI) 
Obesity  Education  Initiative 

Post  Office  Box  30105 
Bethesda,  MD  20824-0105 

301-592-8573 

301-592-8563 


Internet  Web  site:  http://www.nhlbi.nih.gov 

The  NHLBI' s  Obesity  Education  Initiative  seeks  to  reduce  the  risk  of  heart 
disease  and  overall  morbidity  and  mortality  from  heart  disease  by  reducing 
the  prevalence  of  overweight  and  physical  inactivity.  The  NHLBI  Web  site 
has  information  for  health  professionals  as  well  as  patients  and  the  general 
public. 
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Prostate  -  U.S.  Racial/Ethnic  Cancer  Patterns 

Prostate  cancer  is  the  leading  cancer  diagnosed  among  men  in  the  United 
States.  However,  racial/ethnic  variations  in  the  SEER  data  are  striking:  the 
incidence  rate  among  black  men  (180.6  per  100,000)  is  more  than  seven  times 
that  among  Koreans  (24.2).  Indeed,  blacks  in  the  U.S.  have  the  highest  rates 
of  this  cancer  in  the  world.  Although  the  incidence  among  whites  is  quite 
high,  it  is  distinctly  lower  than  among  blacks.  Asian  and  native  American  men 
have  the  lowest  rates.  The  very  low  rate  in  Korean  men  probably  reflects  the 
fact  that  most  of  the  Koreans  in  the  SEER  areas  are  recent  immigrants  from 
Asia,  where  rates  are  lower  than  in  the  United  States. 

Age-specific  incidence  rates  show  dramatic  increases  between  age  categories. 
The  remarkably  sharp  increase  in  incidence  with  age  is  a  hallmark  of  this 
cancer.  Sixty  percent  of  all  newly  diagnosed  prostate  cancer  cases  and  almost 
80%  of  all  deaths  occur  in  men  70  years  of  age  and  older.  Mortality  rates  for 
prostate  cancer  are  much  lower  than  the  incidence  rates,  because  survival  for 
men  with  this  cancer  is  generally  quite  high. 

Prostate  cancer  incidence  has  been  increasing  rapidly  in  recent  years.  Most  of 
this  increase  has  been  attributed  to  the  greater  use  of  screening  modalities, 
and  especially  the  widespread  introduction  of  the  prostate-specific  antigen 
(PSA)  test.  The  causes  of  prostate  cancer  are  not  known.  Men  with  a  family 
history  of  prostate  cancer  are  at  increased  risk,  but  whether  this  is  genetic  or 
due  to  shared  environmental  influences,  or  both,  is  not  known.  It  is  thought 
that  whatever  the  causal  factors  are,  they  act  by  altering  the  balance  of  male 
hormones  in  the  body.  Some  research  has  suggested  that  diets  high  in  fat  and 
red  meats  increase  risk,  while  a  high  intake  of  fruits  and  vegetables  may  offer 
some  protection.  There  is  current  interest  in  the  possibility  that  the  low  risk 
of  prostate  cancer  in  certain  Asian  populations  may  result  from  their  high 
intake  of  soy  products. 

Source:  Miller  BA,  Kolonel  LN,  Bernstein  L,  Young,  Jr.  JL,  Swanson  GM,  West 
D,  Key  CR,  Liff  JM,  Glover  CS,  Alexander  GA,  et  al.  (eds).  Racial/Ethnic 
Patterns  of  Cancer  in  the  United  States  1988-1992,  National  Cancer  Institute. 
NIH  Pub.  No.  96-4104.  Bethesda,  MD,  1996. 
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Graphs  showing  incidence  and  mortality  for  specific  racial  and  ethnic  groups 
including  information  that  may  not  be  discussed  in  the  text  above,  is 
available  at  the  NCI's  Surveillance,  Epidemiology,  and  End  Results  (SEER) 
website  at:  httpi//seer. cancer.gov/ 
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Colon  and  Rectum  -  U.S.  Racial/Ethnic  Cancer  Patterns 

Cancers  of  the  colon  and  rectum  are  the  fourth  most  commonly  diagnosed 
cancers  and  rank  second  among  cancer  deaths  in  the  United  States.  The 
incidence  rates  show  wide  divergence  by  racial/ethnic  group,  with  rates  in 
the  Alaska  Native  population  that  are  over  four  times  as  high  as  rates  in  the 
American  Indian  population  (New  Mexico)  for  both  men  and  women.  There  are 
only  minor  differences,  between  men  and  women,  in  the  order  of  incidence 
rates  by  racial/ethnic  group.  After  Alaska  Natives,  the  next  highest  rates  in 
men  are  among  Japanese,  black  and  non-Hispanic  white  populations.  These 
are  followed  by  Chinese,  Hawaiians  and  white  Hispanics;  and  then  Filipinos, 
Koreans  and  Vietnamese.  In  women,  Alaska  Natives  are  followed  by  black, 
Japanese  and  white  non-  Hispanic  Americans.  Next  are  Chinese,  Hawaiians, 
and  Vietnamese;  and  finally  white  Hispanics,  Koreans,  and  Filipinos.  Incidence 
rates  for  both  men  and  women  are  substantially  lower  among  American 
Indians  in  New  Mexico  (18.6  per  100,000  in  men,  15.3  per  100,000  in  women). 

In  each  racial/ethnic  group,  incidence  rates  for  cancers  of  the  colon  and 
rectum  among  women  are  lower  than  those  among  men.  Although  the  pattern 
of  incidence  rates  by  race/ethnicity  is  similar  for  each  sex,  the  ratio  of  male- 
to-female  rates  varies.  Among  Filipinos  and  Japanese,  men  experience  an 
excess  of  greater  than  60%,  while  among  American  Indians,  Alaska  Natives  and 
Vietnamese  the  male  excess  is  much  lower  at  only  13-22%.  It  is  interesting 
that,  although  the  Alaska  Natives  have  the  highest  colorectal  cancer 
incidence  rates  of  all  groups  and  the  American  Indians  experience  the  lowest, 
the  gender  ratios  of  these  two  native  American  groups  are  similar. 

Mortality  patterns  by  race/ethnicity  for  cancers  of  the  colon  and  rectum  are 
similar  to  those  for  incidence,  with  several  notable  exceptions.  Black,  Alaska 
Native,  and  white  non-Hispanic  men  and  women,  as  well  as  Hawaiian  and 
Japanese  men,  have  comparatively  high  mortality  rates.  The  high  mortality 
rates  among  Alaska  Natives  and  Japanese  men  are  consistent  with  the  high 
incidence  rates  in  these  groups.  However,  the  mortality  rates  among  white 
non-Hispanic  and  black  men  and  women,  and  among  Hawaiian  men,  appear 
disproportionately  high. 

Colon  cancer  accounts  for  59%  (Korean  men)  to  81%  (Alaska  Native  men)  of 
the  combined  colon  and  rectum  cancer  incidence  rates.  This  is  reflected  in  an 
racial /ethnic  pattern  for  colon  cancer  incidence  rates  that  is  quite  similar  to 
the  pattern  for  both  sites  combined.  Incidence  and  mortality  rates  for  cancers 
of  the  colon  and  rectum  increase  with  age.  Interestingly,  the  incidence  rate 
for  Hawaiian  men  is  highest  in  the  55-69  year  age  group,  and  their  mortality 
rate  is  second  only  to  black  men  in  this  age  group. 
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Migrant  and  other  studies  have  provided  very  strong  evidence  that  colorectal 
cancer  risk  is  modifiable,  and  that  differences  in  population  rates  may 
therefore  be  explained  by  lifestyle  or  environmental  factors.  Dietary  factors 
and  exercise  appear  to  be  very  important.  Migrants  to  the  United  States  (from 
Japan  and  other  countries  where  rates  of  colon  and  rectal  cancer  are  lower 
than  in  the  U.S.)  have  higher  rates  than  do  those  who  remain  in  their  native 
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Patterns  of  Cancer  in  the  United  States  1988-1992,  National  Cancer  Institute. 
NIH  Pub.  No.  96-4104.  Bethesda,  MD,  1996. 

Graphs  showing  incidence  and  mortality  for  specific  racial  and  ethnic  groups 
including  information  that  may  not  be  discussed  in  the  text  above*  is 
available  at  the  NCI's  Surveillance,  Epidemiology,  and  End  Results  (SEER) 
website  at:  http://seer.cancer.gov/ 
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Breast  -  U.S.  Racial/Ethnic  Cancer  Patterns 

Breast  cancer  is  the  most  common  form  of  cancer  among  women  in  the  United 
States.  The  incidence  of  breast  cancer  has  been  rising  for  the  past  two 
decades,  while  mortality  has  remained  relatively  stable  since  the  1950s.  Much 
of  the  increase  in  incidence  over  the  past  15  years  is  associated  with 
increased  screening  by  physical  examination  and  mammography.  However, 
screening  alone  does  not  seem  to  explain  all  of  this  increase.  Breast  cancer 
occurs  among  both  women  and  men,  but  is  quite  rare  among  men.  Since  the 
incidence  rates  among  men  are  so  low,  there  are  too  few  cases  to  explore 
ethnic  diversity.  This  description  is  limited  to  breast  cancer  among  women. 

The  age-adjusted  incidence  of  invasive  breast  cancer  reveals  that  white, 
Hawaiian,  and  black  women  have  the  highest  rates  in  the  SEER  regions.  The 
lowest  rates  occur  among  Korean,  American  Indian,  and  Vietnamese  women. 
The  incidence  rate  for  white  non-Hispanic  women  is  four  times  as  high  as  that 
for  the  lowest  group  (Korean  women). 

In  situ  breast  cancer  occurs  at  much  lower  rates  than  invasive  breast  cancer, 
but  has  a  similar  racial/ethnic  pattern  to  that  for  the  invasive  cancers.  White 
non-Hispanic  women  have  the  highest  rates,  over  twice  the  rate  for  Hispanic 
women.  Rates  could  not  be  calculated  for  Alaska  Native,  American  Indian, 
Korean,  and  Vietnamese  women  due  to  the  small  numbers  of  cases. 


Advanced 


search 


Earlv  Reproductive  Event*: 
and  Breast  Cancer 

NCI  Statement  on  Nicotine 
Study  in  January  JCI 

Past  Highlights 


news 

center 


hoip\ 


Cancer.gov  Help 
FAQs 

Index  of  NCI  Sites 


Age-specific  incidence  rates  for  invasive  breast  cancer  present  similar  ethnic 
patterns.  Among  women  aged  30-54  years,  however,  the  rates  among 
Hawaiian  women  are  comparable  to  those  for  the  white  non-  Hispanic  women. 
Among  women  aged  55-  69  years  and  70  years  and  older,  rates  are  highest  for 
white,  Hawaiian,  and  black  women.  In  situ  breast  cancer  incidence  among 
women  aged  30-54  years  and  70  years  and  older  is  highest  among  white  non- 
Hispanic  women,  followed  by  Japanese  women,  and  white  (total)  women.  At 
ages  55-69  years,  in  situ  breast  cancer  is  highest  among  white  women, 
followed  by  Japanese  women  and  black  women. 

Mortality  rates  are  much  lower  than  incidence  rates  for  breast  cancer, 
ranging  from  just  1536  of  the  incidence  rate  for  Japanese  women  to  33%  of  the 
incidence  rate  for  black  women.  Racial /ethnic  patterns  of  mortality  differ 
slightly  from  those  observed  for  incidence.  The  highest  age-  adjusted 
mortality  occurs  among  black  women,  followed  by  white,  and  Hawaiian 
women.  The  higher  breast  cancer  mortality  among  black  women  is  related  to 
the  fact  that,  relative  to  white  women,  a  larger  percentage  of  their  breast 
cancers  are  diagnosed  at  a  later,  less  treatable  stage.  In  the  age  groups  30-54 
years  and  55-69  years,  black  women  have  the  highest  rates,  followed  by 
Hawaiian,  and  white  non-  Hispanic  women.  In  the  70  year  and  older  age 
group,  the  mortality  rate  for  white  women  exceeds  that  for  black  women. 
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Important  risk  factors  for  female  breast  cancer  include  early  age  at  onset  of 
menarche,  late  age  at  onset  of  menopause,  first  full-term  pregnancy  after 
age  30,  a  history  of  pre-menopausal  breast  cancer  for  mother  and  a  sister, 
and  a  personal  history  of  breast  cancer  or  of  benign  proliferative  breast 
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disease.  Obesity,  nulliparity,  and  urban  residence  also  have  been  shown  to  be 
associated  with  increased  risk  of  breast  cancer. 

Although  there  are  no  proven  methods  of  preventing  breast  cancer, 
randomized  trials  are  currently  underway  to  assess  the  effectiveness  of 
tamoxifen  in  preventing  breast  cancer  among  high  risk  women  and  to 
determine  whether  reducing  the  percentage  of  dietary  fat  will  reduce  the 
incidence  of  breast  cancer.  Recent  studies  suggest  that  physical  activity  may 
have  preventive  potential,  as  well. 


Source:  Miller  BA,  Kolonel  LN,  Bernstein  L,  Young,  Jr.  JL,  Swanson  GM,  West 
D,  Key  CR,  Liff  JM,  Glover  CS,  Alexander  GA,  et  al.  (eds).  Racial/Ethnic 
Patterns  of  Cancer  in  the  United  States  1988-1992,  National  Cancer  Institute. 
NIH  Pub.  No.  96-4104.  Bethesda,  MD,  1996. 

Graphs  showing  incidence  and  mortality  for  specific  racial  and  ethnic  groups 
including  information  that  may  not  be  discussed  in  the  text  above,  is 
available  at  the  NCI's  Surveillance,  Epidemiology,  and  End  Results  (SEER) 
website  at:  http://seer.cancer.gov/ 
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National  High  Blood  Pressure  Month 


What  is  blood  pressure? 

Blood  pressure  is  the  force  of  blood  pushing  against  your  blood  vessels.  Your  blood  pressure  is 
at  its  greatest  when  your  heart  contracts  and  is  pumping  blood.  This  is  systolic  blood  pressure. 
When  your  heart  rests  between  beats,  your  blood  pressure  falls.  This  is  called  diastolic  blood 
pressure.  Blood  pressure  is  always  given  as  these  two  numbers:  the  systolic  and  diastolic 
pressures.  The  numbers  are  usually  written  one  above  or  before  the  other,  with  systolic  first,  for 
example,  120/80. 

Is  high  blood  pressure  really  a  big  deal? 

YES!  When  your  blood  pressure  is  high,  your  heart  has  to  work  harder  than  it  should  to  pump 
blood  to  all  parts  of  the  body.  High  blood  pressure  is  called  the  "silent  killer"  because  most  people 
feel  healthy  and  don1t  even  know  that  they  have  it.  If  it  isnot  treated,  high  blood  pressure  can 
cause: 

Stroke,  heart  attack,  kidney  problems,  eye  problems,  death 
Prevent  high  blood  pressure. 

If  your  blood  pressure  is  not  high  now,  take  steps  to  prevent  it  from  becoming  high.  Here1s  how: 
Aim  for  a  healthy  weight.  Choose  foods  lower  in  fat  and  calories.  Eat  smaller  portions. 
Try  not  to  gain  extra  weight.  Lose  weight  if  you  are  overweight. 

Try  losing  weight  slowly,  about  1/2  to  1  pound  each  week  until  you  reach  a  healthy  weight. 
Be  physically  active  every  day. 
Eat  less  salt  and  sodium. 

Suggested  Activities: 

•  Contact  your  local  hospital  community  affairs  office  for  assistance  in  identifying  a 
physician  or  a  nurse  to  do  blood  pressure  screenings 

•  Distribute  information  on  high  blood  pressure 


For  more  Information: 

National  Heart,  Blood  and  Lung  Information  Center 

301-592-8573 
wwwjihlbi.nih.gov 

Office  of  Minority  Health  Resource  Center 

Materials  available: 

A  frican  Americans  &  Stroke 

800-444-6472 

www.omhrc.gov 
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National  Institute  On  Aging  Age  Page:  High  Blood  Pressure  A 
Common  But  Controllable  Disorder 


You  may  be  surprised  if  your  doctor  says  you  have  high  blood  pressure  (HBP)  because  it  does  not  cause 
symptoms  and  you  can  have  it  even  though  you  feel  fine.  But  HBP  is  a  serious  condition  that  can  lead  to 
stroke,  heart  disease,  kidney  failure,  and  other  health  problems.  The  good  news  is  that  there  are  simple 
ways  to  control  it. 

What  Is  HBP? 

As  blood  flows  from  the  heart  out  to  the  blood  vessels,  it  creates  pressure  against  the  blood  vessel  walls. 
Your  blood  pressure  reading  is  a  measure  of  this  pressure.  When  that  reading  goes  above  a  certain  point,  it 
is  called  high  blood  pressure.  Hypertension  is  another  name  for  HBP.  As  many  as  50  million  Americans 
may  have  HBP.  Among  people  age  65  and  older,  about  40  percent  of  Whites  and  50  percent  of  Blacks 
have  HBP. 

How  Is  It  Tested? 

To  test  blood  pressure,  a  doctor  or  nurse  places  a  cuff  around  your  arm  above  the  elbow,  pumps  air  into  the 
cuff,  and  then  reads  the  measurements  as  the  air  is  let  out.  The  test  is  painless  and  takes  only  a  few  ' 
minutes. 

Your  blood  pressure  measurement  may  be  taken  several  times.  You  may  be  asked  to  stand  one  time  and  sit 
another.  If  your  blood  pressure  is  high  the  first  day,  the  doctor  will  want  measurements  from  different  days 
before  deciding  whether  you  really  have  high  blood  pressure.  These  steps  are  needed  because  blood 
pressure  changes  so  quickly.  Also,  it  is  affected  by  many  things,  including  the  normal  feelings  of  worry 
during  a  visit  to  the  doctor. 

Because  HBP  is  so  common,  everyone  should  have  his  or  her  blood  pressure  tested  once  a  year.  Blood 
pressure  readings  are  given  in  two  numbers.  Although  the  average  blood  pressure  reading  for  adults  is 
120/80,  a  slightly  higher  or  lower  reading  (for  either  number)  may  not  be  a  problem.  If  blood  pressure  goes 
above  140/90,  however,  some  form  of  treatment-diet  or  drugs-may  be  needed.  Lower  blood  pressure 
readings  (for  example,  1 10/70)  are  thought  to  be  safe  for  most  people. 

What  If  Just  The  First  Number  Is  High? 

Often  in  older  adults  the  first  number  (the  upper  or  systolic  number)  is  high  while  the  second  (the  lower  or 
diastolic)  number  is  normal.  This  condition  is  called  isolated  systolic  hypertension,  and  it  also  should  be 
treated.  Studies  prove  that  lowering  the  systolic  number  cuts  down  on  strokes  and  heart  attacks  in  people 
age  60  and  over. 

What  Causes  HBP? 
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Some  cases  of  HBP  are  caused  by  other  illnesses.  This  kind  of  HBP  is  called  secondary  hypertension,  and 
it  is  often  cured  once  the  original  medical  problem  is  cured.  Most  HBP,  however,  is  essential  or  primary 
hypertension.  This  kind  cannot  be  cured  but  can  be  kept  under  control  by  regular,  ongoing  treatment. 
Doctors  think  that  many  things  combine  to  cause  HBP.  Being  overweight,  drinking  too  much  alcohol,  and 
eating  too  much  salt  are  risk  factors  because  they  raise  your  risk  of  having  HBP.  They  do  not  cause  it 
directly. 

Blood  pressure  goes  up  in  all  people  during  periods  of  stress  or  exercise.  But  avoiding  stress  will  not 
prevent  high  blood  pressure.  You  can  have  HBP  even  though  you  are  usually  a  calm,  relaxed  person. 

How  Is  HBP  Treated? 

If  you  have  mild  HBP,  your  doctor  may  suggest  that  you  lose  weight  and  keep  it  off,  eat  less  salt,  cut.  down 
on  alcohol,  and  get  more  exercise.  You  may  bring  your  blood  pressure  down  simply  by  following  this 
advice.  Even  if  medicine  is  needed,  these  daily  habits  may  help  it  work  better. 

Some  people  think  that  when  their  blood  pressure  comes  down,  they  no  longer  need  treatment.  If  your 
doctor  has  prescribed  medicine,  you  may  have  to  take  it  for  the  rest  of  your  life.  Later  on,  though,  you  may 
be  able  to  take  less  of  it. 

Can  HBP  Be  Prevented? 

There  is  now  good  evidence  that  HBP  can  be  prevented  in  many  people.  The  keys  to  prevention  are: 

•  Keeping  your  weight  moderate; 

•  Cutting  down  on  salt; 

•  Exercising  regularly;  and 

•  If  you  drink,  having  no  more  than  two  drinks  a  day. 
HBP  CHECKLIST: 

1.  HBP  may  not  make  you  feel  sick,  but  it  is  serious  and  should  be  treated  by  a  doctor. 

2.  You  can  bring  down  your  blood  pressure  with  changes  in  diet  and  daily  habits  and  by  taking 
medicines  if  necessary. 

3.  ,  Losing  weight,  cutting  down  on  salt  and  alcohol,  and  getting  regular  exercise  may  be  helpful,  but 
only  as  suggested  by  your  doctor.  Do  not  assume  these  are  substitutes  for  medicine  unless  your 
doctor  says  they  are. 

4.  If  one  day's  dose  of  medicine  is  missed,  do  not  double-up  the  next  day.  Instead,  call  your  doctor  for 
advice. 

5.  Take  your  medicine  at  the  same  time  each  day,  for  example,  in  the  morning  or  evening  after 
brushing  teeth-to  help  set  a  regular,  easy-to-remember  routine. 

Resources 
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For  more  information  on  HBP,  contact:  "j 
National  Heart.  Lung,  and  Blood  Information  Center  1 
P.O.  Box  30105 

Bethesda,  MD  20824-0105  J 
301-251-1222 
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For  more  information  about  health  and  aging,  including  nutrition,  exercise,  and  smoking,  contact: 

National  Institute  on  Aging  Information  Center 

P.O.  Box  8057 

Gaithersburg,  MD 

20898-8057 

800-222-2225 

800-222-4225  (TTY) 

U.S.  Department  of  Health  and  Human  Services 
Public  Health  Service 
National  Institutes  of  Health 
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Protect  Your  Heart! 
Prevent  High  Blood  Pressure 

National  Institutes  of  Health 
National  Heart,  Lung,  and  Blood  Institute 
And  Office  of  Research  on  Minority  Health 

Contents 

What  is  blood  pressure? 
,      Is  high  blood  pressure  really  a  big  deal? 
Know  vour  number- 
Prevent  high  blood  pressure- 
Lower  vour  high  blood  pressure. 

Anyone  can  develop  high  blood  pressure,  also  called  hypertension.  African  Americans 
for  this  serious  disease  than  any  other  race  or  ethnic  group.  High  blood  pressure  tend: 
happens  at  an  earlier  age,  and  is  more  severe  for  many  African  Americans.  The  good 
blood  pressure  can  be  controlled<and  better  yet,  it  can  be  prevented! 


What  is  blood  pressure? 


Blood  pressure  is  the  force  of  blood  pushing  against  your  blood  vessels.  Your  blood 
greatest  when  your  heart  contracts  and  is  pumping  blood.  This  is  systolic  blood  pressure 
rests  between  beats,  your  blood  pressure  falls.  This  is  called  diastolic  blood  pressure 
always  given  as  these  two  numbers:  the  systolic  and  diastolic  pressures.  The  numbers 
one  above  or  before  the  other,  with  systolic  first,  for  example,  120/80. 
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Is  high  blood  pressure  really  a  big  deal? 

YES!  When  your  blood  pressure  is  high,  your  heart  has  to  work  harder  than  it  should  to  pump  blood  to  all 
parts  of  the  body.  High  blood  pressure  is  called  the  "silent  killer"  because  most  people  feel  healthy  and 
don't  even  know  that  they  have  it.  If  it  is  not  treated,  high  blood  pressure  can  cause: 


•  stroke 

•  heart  attack 

•  kidney  problems 

•  eye  problems 

•  death 

[Back  to  Contents] 
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Know  your  number. 

•  Have  your  blood  pressure  checked.  It  is  easy,  quick,  and  painless. 

•  Your  blood  pressure  should  be  checked  by  your  health  care  provider,  at  least  once  each  year. 

•  If  you  have  high  blood  pressure,  it  should  be  checked  more  often.  You  can  have  your  blood  pressure 
checked  at  your  doctor's  office,  your  neighborhood  clinic,  health  fairs  at  your  church,  or  some 
shopping  malls. 


Check  below  to  see  where  you  fit  in. 


Blood  pressure  categories  (adults  age  18  and  over) 

Category 

Systolic  (mm/Hg) 

Diastolic  (mm/Hg) 

Normal 

130  or  less 

85  or  less 

High  normal 

130-139 

85-89 

High  blood  pressure 

140  or  more 

90  or  more 

Strive  for  an  optimal  blood  pressure  of  120/80  or  less. 

TBack  to  Contents] 

Prevent  high  blood  pressure. 

If  your  blood  pressure  is  not  high  now,  take  steps  to  prevent  it  from  becoming  high.  Here's  how: 
Aim  for  a  healthy  weight. 

•  Choose  foods  lower  in  fat  and  calories. 

•  Eat  smaller  portions. 

•  Try  not  to  gain  extra  weight.  Lose  weight  if  you  are  overweight.  Try  losing  weight  slowly,  about  1/2 
to  1  pound  each  week  until  you  reach  a  healthy  weight. 

•  Be  physically  active  every  day. 
Eat  less  salt  and  sodium. 

•  Read  the  food  label.  Choose  foods  with  less  salt  and  sodium. 

•  Prepare  lower  sodium  meals  from  scratch  instead  of  using  convenience  foods  that  are  high  in 
sodium. 

•  Use  spices,  herbs,  and  salt  free  seasoning  blends  instead  of  salt. 

•  Use  only  small  amounts  of  cured  or  smoked  meats  for  flavor. 

•  Use  less  salt  when  cooking. 
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What  else  can  you  do?  Add  spice  to  your  life. 

When  you  cook,  try  adding  herbs  and  spices  instead  of  salt. 


Poultry,  Fish,  Meat: 

Poultry  Ginger,  rosemary,  thyme,  curry  powder,  dill,  sage,  tarragon,  oregano,  cloves,  orange 

rind 

Fish  Curry  powder,  pepper,  lemon  juice,  ginger,  marjoram,  onion,  paprika 

Pork  Garlic,  onion,  sage,  ginger,  curry,  cloves,  bay  leaf,  oregano 

Vegetables: 

Greens  Thyme,  ginger,  onion,  dill,  garlic 

potatoes  Garlic,  pepper,  paprika,  thyme,  onion,  sage 

Beans  Thyme,  onion,  dill,  cumin,  oregano,  garlic,  tarragon,  rosemary 

Okra  Garlic,  pepper,  thyme,  onion 


ii 
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•  Eat  more  fruits  and  vegetables  in  meals  and  as  snacks. 

•  Add  more  vegetables  to  stews  and  casseroles. 

•  Serve  fruit  as  a  dessert  more  often.  ■ 
Be  active  every  day. 

•  Walk  a  little  further  each  day  or  walk  to  the  bus  stop. 

•  Dance,  skip,  jump,  run  . . .  take  every  opportunity  to  move  your  body. 

•  Use  the  stain?  instead  of  the  elevator.  ™fl 


Eat  more  fruits  and  vegetables. 


Use  the  stairs  instead  of  the  elevator. 

Cut  back  on  alcoholic  beverages. 

•  -  Alcohol  raises  blood  pressure.  Alcohol  also  adds  calories  and  may  make  it  harder  to  lose  weight. 
Men  who  drink  should  have  no  more  than  two  drinks  a  day.  Women  who  drink  should  have  no  more 
than  one  drink  a  day.  Pregnant  women  should  not  drink  any  alcohol. 


II 
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Lower  your  high  blood  pressure. 


If  you  have  high  blood  pressure,  you  may  be  able  to  lower  or  keep  your  high  blood  pressure  down. 
Practice  these  steps. 


II 
il 


•  Maintain  a  healthy  weight. 

•  Be  more  active  every  day. 

•  Eat  fewer  foods  high  in  salt  and  sodium.  I 

•  Cut  back  on  alcoholic  beverages. 
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You  may  also  need  medicine  to  lower  your  high  blood  pressure.  Tell  your  doctor  about  any  medicine  you 
are  already  taking. 

Follow  these  tips  if  you  take  medicine: 

•  Take  your  medicine  the  way  your  doctor  tells  you.  To  help  you  remember,  plan  to  take  your 
medicine  at  the  same  time  every  day. 

•  Tell  the  doctor  right  away  if  the  medicine  makes  you  feel  strange  or  sick.  The  doctor  may  make 
changes  in  your  medicine. 

•  Make  sure  you  don't  miss  any  days.  Refill  your  prescription  before  you  use  up  your  medicine. 

•  Have  your  blood  pressure  checked  often  to  be  sure  your  medicine  is  working  the  way  you  and  your 
doctor  planned. 

•  Don't  stop  taking  your  medicine  if  your  blood  pressure  is  okay—that  means  the  medicine  is  working. 


Empower  yourself! 


Keep  a  record  of  your  blood  pressure. 

Date 

Reading 

/ 

/ 

/ 

/ 

/ 

/ 

/ 

Goal 

Check  what  you  will  do  to  prevent  or  lower  your  high  blood  pressure.  Try  to  do  them  all. 

□ 

Maintain  a  healthy  weight. 

□ 

Be  more  active  every  day. 

□ 

Eat  fewer  foods  high  in  salt  and  sodium. 

□ 

Eat  more  fruits  and  vegetables. 

□ 

Cut  back  on  the  number  of  alcoholic  beverages,  if  you  drink. 

P 

Have  blood  pressure  checked. 

□ 

Take  medicine  the  way  the  doctor  says. 
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Focus  on  key  Men's  Health  Issues 

Prevention  plays  an  important  role  in  determining  how  well  and  how  long  a  man  lives.  For  many 
men,  going  to  the  doctor  is  not  something  they  like  to  do,  and  despite  the  often-fatal 
consequences,  men  don't  seek  routine  medical  intervention  or  advice.  Men  are  less  likely  than 
women  too  engage  in  a  variety  of  preventive  and  self-care  techniques,  which  contributes  to  the 
men's,  increased  risk  of  disease.  They  are  less  likely  to  restrict  their  activities  or  stay  in  bed  to 
treat  both  acute  and  chronic  conditions,  and  they  are  less  likely  to  properly  manage  a  major 
health  problem. 

Yet  many  of  the  illnesses  that  kill  men  are  either  preventable  or  treatable  with  early  detection  and 
intervention. 

Men  must  leam  to  value  themselves  and  their  health  enough  to  remain  healthy  so  they  don't  die 
sooner  or  become  disabled  more  often  than  they  have  to.  Men  must  be  trained  to  care  for 
themselves  so  they  can  provide  for  their  families  and  communities. 


Suggested  Activities: 

•  Emphasize  the  need  for  men  to  incorporate  good  health  habits  so  they  can  be  an  asset  to 
their  families  and  communities. 

•  Suggest.some  simple  habits  such  as  a  daily  walk,  reducing  the  amount  of  cigarettes  and 
liquor  consumed,  eating  less  fast  food  and  incorporating  stress  reduction  techniques. 

•  Contact  your  local  hospital  for  a  speaker  on  men's  health  issues. 


Information  Available  from: 
National  Men's  Health  Foundation 

(800)955-2002  or  610-967-8620 
wwwjiationalmenshealthweek.com 

OR 

wwwjimhw.org 

Office  of  Minority  Health  Resource  Center 

Materiah  available: 

h/bon  health issues a^ktingAjricm  American 
Qosing  the  Gap  Newsletter  on  health  of  Minority  Males 
800-444-6472 
www.omhrc.gov 
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Conditions  Men  Get,  Too 

by  John  Henkel 

Seymour  Kramer  noticed  a  patch  of  what  looked  like  blood  on  his  pajama  top  three  years  ago  and  thought 
he  had  cut  himself.  But  he  wasn't  scratched.  His  doctor  tested  the  discharge  and  told  the  New  Jersey  man 
he  had  breast  cancer. 

Dan,  70,  a  retired  Michigan  engineer  who  asked  that  his  last  name  not  be  used,  was  pulling  weeds  three 
years  ago.  For  no  apparent  reason,  he  fractured  two  vertebrae.  Doctors  told  him  his  bones  were  wasting 
away.  He  has  osteoporosis. 

As  a  teenager,  Gary  Grahl  was  obsessed  with  having  a  trim,  "athletic"  body.  The  Wisconsin  resident 
shunned  food  and  exercised  excessively.  Sometimes  he'd  do  sirups  and  pushups  for  three  hours  before 
school.  He  ate  little  and  shrank  from  160  to  an  unhealthy  104  pounds.  Over  a  six-year  period,  he  was 
hospitalized  four  times.  Now  26,  Grahl  says  he  is  "completely  recovered"  from  his  eating  disorder. 

What  do  these  men  have  in  common?  They  all  suffer  from  illnesses  typically  thought  of  as  "women's 
diseases."  Breast  cancer,  osteoporosis,  and  eating  disorders  all  occur  in  men,  too,  though  their  prevalence 
is  much  greater  in  the  female  population.  As  a  result,  many  men,  unaware  that  the  diseases  affect  both 
sexes,  may  fail  to  recognize  symptoms.  Likewise,  doctors  and  families  often  don't  suspect  these  illnesses. 
This  can  delay  therapy  and  make  disorders  difficult  to  treat. 

Medical  experts  say  men  may  shy  away  from  seeking  medical  treatment  for  disorders  they  feel  are 
unmasculine.  In  support  groups,  men  use  terms  like  "very  scared"  and  "ashamed"  to  describe  initial 
feelings  about  their  illnesses.  Others  express  frustration  at  the  difficulty  in  finding  information  and 
therapy. 

Osteoporosis 

High  on  the  list  of  such  conditions  is  osteoporosis.  Though  women  are  four  times  more  likely  to  acquire  it, 
about  5  million  men  in  this  country  have  osteoporosis,  according  to  the  National  Osteoporosis  Foundation. 
A  disorder  in  which  bones  become  weakened,  osteoporosis  is  sometimes  called  the  "silent  disease" 
because  it  has  no  symptoms.  It  often  manifests  itself  in  fractures  of  the  hip,  wrist,  spine,  and  other  bones. 
Among  both  sexes,  it  is  responsible  for  1.5  million  fractures  a  year.  Scientists  are  still  piecing  together  just 
how  osteoporosis  develops,  but  it  is  well  known  that  a  key  factor  is  deficiency  of  the  mineral  calcium.  Leo 
Lutwak,  M.D.,  Ph.D.,  a  medical  officer  in  FDA's  Center  for  Drug  Evaluation  and  Research,  emphasizes 
that  calcium  intake  over  a  person's  lifetime  is  crucial  to  preventing  bone  loss.  Ideally,  he  says,  a  diet 
adequate  in  calcium  starting  in  childhood  "can  maximize  peak  bone  mass,"  helping  to  ensure  strong  bones 
and  make  osteoporosis  less  likely.  The  revised  food  label  that  went  into  effect  in  1994  can  help  consumers 
pinpoint  calcium-rich  foods  (see  the  May  1993  issue  of  FDA  Consumer). 

About  99  percent  of  the  body's  calcium  is  stored  in  bones  and  teeth.  Bone  is  continually  being  broken 
down  and  rebuilt.  If  the  amount  of  calcium  absorbed  equals  the  amount  lost,  a  state  of  balance  occurs. 
When  calcium  absorption  is  greater  than  losses,  the  body  accrues  a  "positive  balance"  that  it  can  use  for 
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bone  growth  and  repair.  But  when  dietary  intake  of  calcium  can't  meet  the  body's  needs,  the  body  draws 
the  mineral  from  bones  to  allow  a  constant  bloodstream  supply.  Ultimately,  the  breakdown  process  can 
exceed  deposits,  causing  a  possible  reduction  in  bone  mass  and  density. 

Osteoporosis  is  seen  less  often  in  men  than  in  women  for  several  reasons.  Men  generally  have  greater  bone 
mass  than  women,  and  in  males,  bone  loss  begins  later  and  advances  more  slowly.  But  men  do  have  a 
hormonal  drop-off  in  testosterone  similar  to  women's  reduction  of  estrogen  after  menopause.  Testosterone 
may  diminish  as  a  result  of  hypogonadism,  a  condition  marked  by  decreased  function  of  the  testicles. 
Testosterone  levels  may  naturally  become  lower  as  a  man  ages. 

"Loss  of  sex  hormone  results  in  accelerated  bone  loss  in  whomever  it  occurs,  whenever  it  occurs,  for 
whatever  reason,"  says  Michael  Kleerekoper,  M.D.,  deputy  associate  chairman  of  internal  medicine  at 
Wayne  State  University.  "Whether  that  translates  to  osteoporosis  depends  on  how  much  bone  you  have 
when  the  loss  begins  and  how  quickly  you  lose  it."  Women  find  relief  from  osteoporosis  with  estrogen 
therapy,  and  some  men  respond  to  testosterone  injections.  But  successes  with  hormone  therapy  come  most 
often  from  "seeing  young  men  in  the  early  stages"  of  the  condition,  Kleerekoper  says. 

Another  therapy  shown  to  slow  bone  breakdown  and  reduce  pain  associated  with  fractures  attributed  to 
osteoporosis  is  the  drug  calcitonin,  marketed  as  Miacalcin  or  Calcimar.  FDA  has  not  approved  these  drugs 
specifically  for  men,  though  some  doctors  prescribe  them  to  males  if  they  feel  the  patient  will  benefit. 
Currently  under  study  for  osteoporosis  treatment  are  sodium  fluoride,  which  some  researchers  think  may 
help  increase  bone  mass;  vitamin  D,  which  helps  the  body  absorb  calcium;  and  a  nasal  spray  version  of 
calcitonin. 

Dan,  the  Michigan  osteoporosis  patient,  receives  biweekly  testosterone  injections  and  takes  daily 
supplements  of  1,500  milligrams  of  calcium  with  vitamin  D.  He  also  exercises  in  a  swimming  pool,  where 
water  provides  a  beneficial  resistance  to  movement.  He  says  his  two  fractured  vertebrae  three  years  ago 
made  him  realize  that  osteoporosis  gives  no  warnings. 

Factors  that  raise  the  risk  of  osteoporosis  include  cigarette  smoking,  alcohol  consumption  in  excess  of  two 
drinks  a  day,  advanced  age,  and  an  inactive  lifestyle. 

Eric,  45,  says  years  of  inactivity  helped  bring  on  his  osteoporosis.  In  his  early  20s,  the  New  York  resident 
(who  asked  that  his  last  name  not  be  used)  had  several  sports  accidents  that  seriously  impaired  his 
mobility.  An  eating  disorder  in  college  also  encouraged  development  of  the  condition,  he  suspects.  Now, 
his  bone  loss  is  so  severe  that  "anytime  I  have  an  x-ray,  the  doctors  go  into  shock,"  he  says.  He  risks  injury 
by  simply  taking  a  walk  and  cannot  stand  barefoot  on  a  hard  floor  without  excruciating  pain.  He  is  taking 
calcitonin,  which  he  hopes  will  stabilize  his  bone  loss  and  allow  him  to  do  more  walking. 

Though  osteoporosis  cannot  be  cured,  it  can  be  slowed  down  and  steps  can  be  taken  to  prevent  it.  The 
National  Osteoporosis  Foundation  suggests  these  preventive  measures: 

*  Eat  a  balanced  diet  rich  in  calcium. 

*  Exercise  regularly,  especially  in  weight-bearing  activities. 

*  Don't  smoke. 

*  If  you  drink  alcohol,  do  so  in  moderation. 
Breast  Cancer 

Primarily  associated  with  women,  breast  cancer  also  occurs  in  men,  although  rarely.  According  to  the 
American  Cancer  Society  (ACS),  men  will  make  up  1,400  of  the  183,400  new  cases  of  breast  cancer 
expected  in  1995. 
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Men  typically  do  not  perform  breast  self-examinations  to  detect  tumors,  and  doctors  do  not  ordinarily 
examine  men  for  breast  cancer  during  physicals.  Unlike  women,  men  do  not  get  routine  mammograms. 
Consequently,  a  tumor  may  be  present  and  go  undiscovered. 

As  with  breast  cancer  in  women,  symptoms  include  the  presence  of  a  breast  lump  that  is  usually  firm  and 
painless.  The  nipple  can  have  an  abnormality  such  as  retraction,  crusting,  or  a  discharge.  Patients 
frequently  are  over  60. 

Seymour  Kramer  was  70  when  a  gooey,  bloodlike  discharge  from  his  nipple  prompted  him  to  seek  medical 
attention.  After  analyzing  the  secretion,  doctors  told  him  he  had  breast  cancer  and  recommended  a 
lumpectomy,  in  which  the  nipple  and  a  small  amount  of  breast  tissue  are  taken  out.  He  also  had  several 
lymph  nodes  removed,  and  he  underwent  five  weeks  of  radiation  therapy  to  help  ensure  that  residual 
cancer  cells  were  killed.  Though  his  prognosis  appears  very  good,  Kramer  won't  say  he's  been  cured.  But 
he  expresses  optimism:  "Just  because  I  had  cancer  doesn't  mean  my  life  is  over." 

TJie  ACS  says  risk  factors  for  male  breast  cancer  include: 

*  hyperestrogenism,  or  abnormal  secretion  of  the  hormone  estrogen 

*  Klinefelter's  syndrome,  a  male  disorder  characterized  by  reduced  or  absent  sperm  production,  small 
testicles,  and  enlarged  breasts 

*  gynecomastia,  or  enlargement  of  the  male  breast. 

Though  medical  professionals  typically  don't  recommend  detection  exams  for  the  general  male  population, 
doctors  may  advise  men  with  gynecomastia  to  perform  periodic  breast  self-examinations. 

Because  in  men  the  disease  is  often  detected  at  an  advanced  stage  when  the  tumor  has  spread,  radical 
mastectomy—removal  of  breast  tissue  and  pectoral  muscle—is  often  the  initial  treatment.  But  if  the  cancer 
is  found  before  it  spreads  to  surrounding  tissue  or  to  the  lymph  nodes,  a  lumpectomy  can  be  performed. 
Radiation  sometimes  is  used  without  surgery,  but  the  verdict  is  still  out  on  its  effectiveness.  As  in  Kramer's 
case,  radiation  also  can  be  employed  after  surgery  to  reduce  the  chance  of  local  recurrence  and  to  relieve 
symptoms  in  advanced  cases.  If  cancer  has  spread  into  the  lymph  nodes,  some  physicians  use 
chemotherapy.  A  therapeutic  "tumor  vaccine"  for  men  and  women  to  treat  breast  cancer  that  has  already 
spread  is  in  clinical  trials  now. 

Possible  complications  after  surgery  or  radiation  include  decreased  shoulder  function,  fluid  retention  in  the 
arm,  and  pain  or  stiffness  in  the  operated  or  radiated  area.  The  ACS  emphasizes  that  besides  tending  to  the 
physical  consequences  of  breast  cancer  therapy,  "attention  should  be  paid  to  the  psychological 
aftereffects." 

Patients  also  need  follow-up  monitoring-including  regular  exams,  blood  chemistry,  imaging  (such  as 
magnetic  resonance  imaging),  and  bone  scans— to  discover  any  recurring  tumors  quickly. 

Kramer  says  his  experience  of  being  blindsided  by  the  disease  put  him  on  "a  crusade"  to  inform  men  and 
medical  professionals  about  breast  cancer  in  males.  "During  a  routine  physical  exam,  I  think  doctors 
should  run  their  hands  across  a  man's  breast  to  see  if  there's  anything  irregular,"  he  says.  "I'm  not  saying 
men  have  to  go  out  and  get  wholesale  mammograms.  But  [as  a  rule]  doctors  don't  do  this  [touch  test]  and 
men  don't  inspect  themselves.  Those  men  who  are  not  aware  need  to  be  shocked  into  the  fact  that,  Hey, 
guys,  this  could  happen  to  you.'" 

Eating  Disorders 
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Though  many  people  associate  eating  disorders  with  women,  these  illnesses  also  occur  in  males.  In  one 
disorder,  anorexia  nervosa,  the  person  limits  food  intake  to  the  point  of  starvation.  In  another,  bulimia 
nervosa,  sufferers  alternate  between  eating  large  amounts  of  food  and  ridding  the  body  of  it  through 
vomiting  or  laxative  use.  About  half  of  those  with  anorexia  also  have  bulimia  symptoms. 

According  to  the  National  Association  of  Anorexia  Nervosa  and  Associated  Disorders  (ANAD),  men  make 
up  about  1  million  of  the  8  million  Americans  with  eating  disorders. 

"It's  a  myth  that  these  are  illnesses  of  rich,  white,  perfectionist  women,"  says  Chris  Athas,  ANAD  vice 
president.  "Just  as  a  man  or  woman  may  become  an  alcoholic,  either  may  fall  victim  to  an  eating  disorder." 

Medical  professionals  say  the  disorders  most  often  surface  during  the  teen  years,  but  in  rare  cases,  men  as 
old  as  60  and  boys  as  young  as  8  can  be  afflicted.  In  both  sexes,  the  illnesses  can  lead  to  lifelong  medical 
and  psychological  complications.  An  estimated  6  percent  of  cases  result  in  death.  Most  people  find  it  * 
difficult  to  halt  the  behavior  without  professional  assistance.  Though  some  men  ultimately  seek  help,  many 
continue  untreated  with  the  disorders,  often  for  years,  and  sometimes  for  a  decade  or  more. 

Diagnosis  is  complicated  by  a  reluctance  some  men  have  to  seek  medical  help  for  disorders  that  are  "still 
primarily  women's,"  Athas  says.  "We  live  in  a  'macho'  society.  Many  men  simply  are  ashamed  to  have  an 
illness  of  this  type."  Thus,  they  suffer  in  silence. 

Another  problem,  says  ANAD,  is  that  a  great  number  of  doctors  and  health-care  professionals  are  not 
trained  to  identify  or  treat  male  eating  disorders,  especially  anorexia.  Families,  too,  often  fail  to  see  the 
diseases'  symptoms.  The  illnesses  then  can  progress  to  a  more  advanced  stage  where  they  are  harder  to 
treat. 

During  recovery,  men  sometimes  are  unwilling  to  participate  in  support-group  sessions  because  the  groups 
are  mostly  female.  "Men  as  a  whole  are  not  comfortable  in  eating  disorder  support  groups,"  says  Athas. 
"But  we  encourage  them  to  go  anyway." 

Unlike  many  women,  who  acquire  eating  disorders  because  they  "feel"  fat,  men  often  are  medically  obese 
at  some  point  in  the  illness  and  feel  pressure  to  be  thin.  Sometimes  athletic  activities  induce  this  struggle  to 
be  lean,  prompting  not  only  the  eating  disorder  but  also  compulsive  exercising.  Men  also  may  adopt 
disease  behaviors  when  teased  or  criticized  about  being  fat  at  critical  development  stages,  such  as  puberty. 

Treatment  can  be  very  effective,  according  to  Arnold  Andersen,  M.D.,  an  expert  on  eating  disorders  in 
men  Who  has  written  a  book  on  the  subject.  He  describes  a  regimen  of  inpatient  or  outpatient  hospital 
treatment,  depending  on  the  illness  severity.  Conditions  such  as  anemia  or  depression  are  treated,  and 
patients  gradually  relearn  proper  eating  habits.  Treatment  also  usually  includes  psychotherapy,  which 
helps  patients  understand  why  they  have  the  illness. 

One  antidepressant  drug,  Prozac  (fluoxetine  hydrochloride),  is  under  review  by  FDA  as  a  treatment  for 
bulimia.  Other  antidepressants  also  are  being  studied.  One,  Wellbutrin  (bupropion),  was  shown  to  induce 
seizures  in  both  anorexia  and  bulimia  patients.  Doctors  sometimes  prescribe  tricyclic  drugs— a  class  that 
includes  Elavil  (amitriptyline),  Tofranil  (imipramine),  and  Norpramin  (desipramine).  FDA  has  approved 
tricyclics  for  other  uses  but  not  specifically  for  eating  disorders.  However,  doctors  may  prescribe  approved 
drugs  for  "off-label"  uses  if,  in  their  judgment,  the  patient  will  benefit. 

Patients  also  undergo  what  Andersen  calls  "nutritional  rehabilitation,"  which  allows  them  to  regain  a 
desirable  body  weight.  Treatment  is  followed  by  weeks,  months,  even  years  of  follow-up  to  ensure 
complete  recovery. 
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Men  in  support  groups  for  eating  disorders,  as  well  as  those  for  breast  cancer  and  osteoporosis,  say  the 
public  gradually  is  becoming  more  aware  that  these  disorders  can  occur  in  men.  They  also  say  there's  a 
long  way  to  go.  Some  think  doctors  need  to  be  enlightened.  Others  bemoan  the  lack  of  research.  But  most 
seem  to  agree  that  men  should  be  educated  about  the  disorders  and  how  to  detect  them. 

As  breast  cancer  patient  Seymour  Kramer  says:  "Men  need  to  get  the  word  that,  yes,  this  is  a  woman's 
disease.  But  you're  not  immune.  It  can  happen  to  you." 

John  Henkel  is  a  staff  writer  for  FDA  Consumer. 


For  More  Information 

Sources  of  information  and  support  for  the  disorders  described  in  this  article  include: 

I 

•  National  Association  of  Anorexia  Nervosa  and  Associated  Disorders,  Box  7,  Highland  Park,  IL 
60035— Offers  free  programs  to  help  victims  and  families,  including  counseling,  support  groups, 
health-care  referrals,  and  a  newsletter;,  telephone  (708)  831-3438. 

•  National  Osteoporosis  Foundation,  1 150  17th  St.,  N.W.,  Suite  500,  Washington,  DC  20036-Will 
send  information  packet  and  can  refer  patients  to  support  groups;  telephone  (1-800)  223-9994. 

•  The  Cancer  Information  Service,  550  N.  Broadway,  Suite  300,  Baltimore,  MD  2 1205-2004- Will 
provide  information  on  male  breast  cancer  and  can  refer  callers  to  cancer  centers  and  support 
groups;  telephone  ( 1  -800)  4-CANCER. 
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August- Coordinator's  Choice 
•   Pick  any  health  related  topic  and  present  it  to  the  membership  for 

discussion 


Use  these  months  to  discuss  health  issues  such  as  healthy  lifestyles,  cholesterol  monitoring, 
Sickle  Cell  Anemia,  stroke  and  other  health  concerns  of  the  African  American  community. 

There  are  several  activities  that  can  be  implemented  during  this  time.  Consider  the 
following: 

•  Arrange  for  cholesterol  screening 

•  Locate  a  dietitian  to  do  a  talk  on  healthy  eating  habits  and  reducing  elevated  cholesterol 
levels. 

•  Discuss  Sickle  Cell  Anemia  and  it's  impact  on  people  of  African  and  Mediterranean 
decent. 

•  Acquire  Stroke  &  African  Americans  video  from  OMHRC;  show  video  to  membership 
followed  by  discussion.  Call  1-800-444-6472  for  free  video. 


National  Heart,  Blood  and  Lung  Information  Center 

301-592-8573 
wwwjihlbijiih.gov 


Sickle  Cell  Disease  Association  of  America 

800-421-8453 

www.SickleCellDisease.orq 
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Check  Your 

CHOLESTEROL  AND  HEART  DISEASE  LQ. 

Prepared  by  the  National  Heart,  Lung,  and  Blood  Institute  ©  NATIONAL  INSTITUTES  OF  HEALTH 


Are  you  cholesterol  smart?  Test  your  knowledge  about  high  blood  cholesterol  with  the  following 
statements.  Circle  each  true  or  false.  The  answers  are  given  on  the  back  of  this  sheet. 


1 .  High  blood  cholesterol  is  one  of  the  risk  factors  for  heart  disease  that  you  can  do  something  1  F 
about. 

2.  To  lower  your  blood  cholesterol  level  you  must  stop  eating  meat  altogether.  .  I  £ 

3.  Any  blood  cholesterol  level  below  240  mg/dL  is  desirable  for  adults.  T  jF 
4(.  Fish  oil  supplements  are  recommended  to  lower  blood  cholesterol.  I  F 

5.  To  lower  your  blood  cholesterol  level  you  should  eat  less  saturated  fat,  total  fat,  and  cholesterol,  I  E 
and  lose  weight  if  you  are  overweight. 

6.  Saturated  fats  raise  your  blood  cholesterol  level  more  than  anything  else  in  your  diet.  T  E 

7.  All  vegetable  oils  help  lower  blood  cholesterol  levels.  X  E 

8.  Lowering  blood  cholesterol  levels  can  help  people  who  have  already  had  a  heart  attack.  T  ¥ 

9.  All  children  need  to  have  their  blood  cholesterol  levels  checked.  T  E 

10.  Women  don't  need  to  worry  about  high  blood  cholesterol  and  heart  disease.  T  E 

11.  Reading  food  labels  can  help  you  eat  the  heart  healthy  way.  T  E 


How  cholesterol  smart  are  you?  O 


Answers  to  the  Cholesterol  and  Heart  Disease  LQ.  Quiz 

1.  True.  High  blood  cholesterol  is  one  of  the  risk  factors  for  heart  disease  that  a  person  can  do 

something  about.  High  blood  pressure,  cigarette  smoking,  diabetes,  overweight,  and  physical 
inactivity  are  the  others. 

2.  False.  Although  some  red  meat  is  high  in  saturated  fat  and  cholesterol,  which  can  raise  your  blood 

cholesterol,  you  do  not  need  to  stop  eating  it  or  any  other  single  food.  Red  meat  is  an 
important  source  of  protein,  iron,  and  other  vitamins  and  minerals.  You  should,  however,  cut 
back  on  the  amount  of  saturated  fat  and  cholesterol  that  you  eat.  One  way  to  do  this  is  by 
choosing  lean  cuts  of  meat  with  the  fat  trimmed.  Another  way  is  to  watch  your  portion  sizes 
and  eat  no  more  than  6  ounces  of  meat  a  day.  Six  ounces  is  about  the  size  of  two  decks  of 
playing  cards. 

3.  False.  A  total  blood  cholesterol  level  of  under  200  mg/dL  is  desirable  and  usually  puts  you  at  a 

lower  risk  for  heart  disease.  A  blood  cholesterol  level  of  240  mg/dL  is  high  and  increases  your 
risk  of  heart  disease.  If  your  cholesterol  level  is  high,  your  doctor  will  want  to  check  your 
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level  of  LDL-cholesterol  ("bad"  cholesterol).  A  HIGH  level  of  LDL-cholesterol  increases 
your  risk  of  heart  disease,  as  does  a  LOW  level  of  HDL-cholesterol  ("good"  cholesterol).  An 
HDL-cholesterol  level  below  35  mg/dL  is  considered  a  risk  factor  for  heart  disease.  A  total 
cholesterol  level  of  200-239  mg/dL  is  considered  borderline-high  and  usually  increases  your 
risk  for  heart  disease.  All  adults  20  years  of  age  or  older  should  have  their  blood  cholesterol 
level  checked  at  least  once  every  5  years. 

4.  False.  Fish  oils  are  a  source  of  omega-3  fatty  acids,  which  are  a  type  of  polyunsaturated  fat.  Fish  oil 
supplements  generally  do  not  reduce  blood  cholesterol  levels.  Also,  the  effect  of  the  long-term 
use  of  fish  oil  supplements  is  not  known.  However,  fish  is  a  good  food  choice  because  it  is 
low  in  saturated  fat. 

True.  Eating  less  fat,  especially  saturated  fat,  and  cholesterol  can  lower  your  blood  cholesterol  level. 
Generally  your  blood  cholesterol  level  should  begin  to  drop  a  few  weeks  after  you  start  on  a 
cholesterol-lowering  diet.  How  much  your  level  drops  depends  on  the  amounts  of  saturated,  fat 
and  cholesterol  you  used  to  eat,  how  high  your  blood  cholesterol  is,  how  much  weight  you 
lose  if  you  are  overweight,  and  how  your  body  responds  to  the  changes  you  make.  Over  time, 
you  may  reduce  your  blood  cholesterol  level  by  10-50  mg/dL  or  even  more. 

True.  Saturated  fats  raise  your  blood  cholesterol  level  more  than  anything  else.  So,  the  best  way  to 
reduce  your  cholesterol  level  is  to  cut  back  on  the  amount  of  saturated  fats  that  you  eat.  These 
fats  are  found  in  largest  amounts  in  animal  products  such  as  butter,  cheese,  whole  milk,  ice 
cream,  cream,  and  fatty  meats.  They  are  also  found  in  some  vegetable  oils—coconut,  palm, 
and  palm  kernel  oils. 

False.  Most  vegetable  oils—canola,  corn,  olive,  safflower,  soybean,  and  sunflower  oils—contain 

mostly  monounsaturated  and  polyunsaturated  fats,  which  help  lower  blood  cholesterol  when 
used  in  place  of  saturated  fats.  However,  a  few  vegetable  oils—  coconut,  palm,  and  palm 
kernel  oils— contain  more  saturated  fat  than  unsaturated  fat.  A  special  kind  of  fat,  called  "trans 
fat,"  is  formed  when  vegetable  oil  is  hardened  to  become  margarine  or  shortening,  through  a 
process  called  "hydrogenation."  The  harder  the  margarine  or  shortening,  the  more  likely  it  is 
to  contain  more  trans  fat.  Choose  margarine  containing  liquid  vegetable  oil  as  the  first 
ingredient.  Just  be  sure  to  limit  the  total  amount  of  any  fats  or  oils,  since  even  those  that  are 
unsaturated  are  rich  sources  of  calories. 

8.  True.  People  who  have  had  one  heart  attack  are  at  much  higher  risk  for  a  second  attack.  Reducing 

blood  cholesterol  levels  can  greatly  slow  down  (and,  in  some  people,  even  reverse)  the 
buildup  of  cholesterol  and  fat  in  the  wall  of  the  coronary  arteries  and  significantly  reduce  the 
chances  of  a  second  heart  attack.  If  you  have  had  a  heart  attack  or  have  coronary  heart 
disease,  your  LDL  level  should  be  around  100  mg/dL  which  is  even  lower  than  the 
recommended  level  of  less  than  130  mg/dL  for  the  general  population. 

9.  False.  Children  from  "high  risk"  families,  in  which  a  parent  has  high  blood  cholesterol  (240  mg/dL 

or  above)  or  in  which  a  parent  or  grandparent  has  had  heart  disease  at  an  early  age  (at  55  years 
or  younger),  should  have  their  cholesterol  levels  tested.  If  a  child  from  such  a  family  has  a 
cholesterol  level  that  is  high,  it  should  be  lowered  under  medical  supervision,  primarily  with 
diet,  to  reduce  the  risk  of  developing  heart  disease  as  an  adult.  For  most  children,  who  are  not 
from  high-risk  families,  the  best  way  to  reduce  the  risk  of  adult  heart  disease  is  to  follow  a 
low  saturated  fat,  low  cholesterol  eating  pattern.  All  children  over  the  age  of  2  years  and  all 
adults  should  adopt  a  heart  healthy  eating  pattern  as  a  principal  way  of  reducing  coronary 
heart  disease. 

10.  False.  Blood  cholesterol  levels  in  both  men  and  women  begin  to  go  up  around  age  20.  Women 

before  menopause  have  levels  that  are  lower  than  men  of  the  same  age.  After  menopause,  a 
women's  LDL-cholesterol  level  goes  up—and  so  her  risk  for  heart  disease  increases.  For  both 
men  and  women,  heart  disease  is  the  number  one  cause  of  death. 
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11.  True.  Food  labels  have  been  changed.  Look  on  the  nutrition  label  for  the  amount  of  saturated  fat, 
total  fat,  cholesterol,  and  total  calories  in  a  serving  of  the  product.  Use  this  information  to 
compare  similar  products.  Also,  look  for  the  list  of  ingredients.  Here,  the  ingredient  in  the 
greatest  amount  is  first  and  the  ingredient  in  the  least  amount  is  last.  So  to  choose  foods  low 
in  saturated  fat  or  total  fat,  go  easy  on  products  that  list  fats  or  oil  first,  or  that  list  many  fat 
and  oil  ingredients. 
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FOR  RECORDED  INFORMATION  ON  HEALTH,  CALL  1-800-575-WELL 


Please  send  us  your  feedback,  comments,  and  questions 
by  using  the  appropriate  link  on  the  page,  Contact  the  NHLBI. 

Note  to  users  of  screen  readers  and  other  assistive  technologies:  please  report  your  problems  here. 
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What  is 
stroke 

What  are  the 
types  of 
stroke? 

What  are  the 
effects  of 
stroke? 

What  are  the 
risk  factors 
of  stroke? 

Know  the 
warning 
signs  of 
stroke 


What  is  stroke? 
Description 

For  the  human  brain  to  function  at  peak  levels,  blood  must  flow 
through  its  many  vessels.  If  blood  flow  is  obstructed  to  any  part,  the 
brain  loses  its  energy  supply  and  becomes  injured.  If  blood  is 
obstructed  for  more  than  several  minutes,  the  brain  cells'  injury 
becomes  permanent  and  tissue  dies  in  the  affected  region.  The  loss 
or  alteration  of  bodily  function  that  results  from  an  insufficient  supply 
of  blood  to  part  of  the  brain  is  called  a  stroke. 

Statistics 

Stroke  is  the  third  leading  cause  of  death  in  the  United  States  after 
diseases  of  the  heart  and  all  forms  of  cancer.  About  600,000 
Americans  have  strokes  each  year.  Someone  has  a  stroke  every  53 
seconds. 


Annual  Rate  of  First  and  Recurrent  Strokes  by  Age, 
Sex  and  Race 

United  States:  1967-94 
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Someone  dies  of  a  stroke  every  3.3  minutes. 

•  Stroke  is  also  one  of  the  leading  causes  of  serious,  long-term 
disability  and  accounts  for  more  than  half  of  all  patients 
hospitalized  for  neurological  disease  that  strikes  quickly. 

•  About  4.5  million  stroke  survivors  are  alive  today. 

•  (2.2  million  are  male;  2.3  million  are  female.) 

Stroke  costs  the  United  States  $30  to  $40  billion  per  year. 
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What  are  the  effects  of  stroke? 


The  brain  is  an  extremely 
complex  organ  that 
controls  various  body 
functions.  If  a  stroke 
occurs  and  blood  flow 
can't  reach  the  region  that 
controls  a  particular  body 
function,  that  part  of  the 
body  won't  work  as  it 
should. 


If  the  stroke  occurs  toward  the  back  of  the  brain,  for  instance,  it's  likely 
that  some  disability  involving  vision  will  result.  The  effects  of  a  stroke  • 
depend  primarily  on  the  location  of  the  obstruction  and  the  extent  of 
brain  tissue  affected. 

Right  Brain 

The  effects  of  a  stroke  depend  on 
a  number  of  factors  including  the 
location  of  the  obstruction  and  how 
much  brain  tissue  is  affected. 
However,  because  one  side  of  the 
brain  controls  the  opposite  side  of 
the  body,  a  stroke  affecting  one 
side  will  result  in  neurological 
complications  on  the  side  of  the 
body  if  affects.  For  example,  if  the 
stroke  occurs  in  the  brain's  right 
side,  the  left  side  of  the  body  (and 
the  right  side  of  the  face)  will  be 
affected,  which  could  produce  any 
or  all  of  the  following: 

•  Paralysis  on  the  left  side  of 
the  body 

•  Vision  problems 
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Quick,  inquisitive  behavioral 
style 

Memory  loss 


Left  Brain 

If  the  stroke  occurs  in  the  left  side 
of  the  brain,  the  right  side  of  the 
body  (and  the  left  side  of  the  face) 
will  be  affected,  producing  some  or 
all  of  the  following: 

•  Paralysis  on  the  right  side  of 
the  body 

•  Speech/language  problems 

•  Slow,  cautious  behavioral 
style 

•  Memory  loss 
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what  is  stroke?   What  are  the  risk  factors  of  stroke? 


What  are  the 
types  of 
stroke? 

What  are  the 
effects  of 
stroke? 

What  are  the 
risk  factors  of 
stroke? 

Know  the 
warning  signs 
of  stroke 


The  American  Stroke  Association  has  identified  several  factors 
that  increase  the  risk  of  stroke.  The  more  risk  factors  a  person 
has,  the  greater  the  chance  that  he  or  she  will  have  a  stroke. 
Some  of  these  you  can't  control,  such  as  increasing  age,  family 
health  history,  race  and  gender.  But  you  can  change,  treat  or 
modify  most  other  risk  factors  to  lower  your  risk.  Factors  resulting 
from  lifestyle  or  environment  can  be  modified  with  a  healthcare 
provider's  help. 

•  Increasing  age  -  The  chance  of  having  a  stroke  more  than 
doubles  for  each  decade  of  life  after  age  55.  While  stroke  is 
common  among  the  elderly,  many  people  under  65  also 
have  strokes. 

•  Sex  -  The  latest  data  show  that,  overall,  the  incidence  and 
prevalence  of  stroke  are  about  equal  for  men  and  women. 
However,  at  all  ages,  more  women  then  men  die  of  stroke. 

•  Heredity  (family  history)  and  race  -  The  chance  of  stroke 
is  greater  in  people  who  have  a  family  history  of  stroke. 
African  Americans  have  a  much  higher  risk  of  disability  and 
death  from  a  stroke  than  whites,  in  part  because  blacks  have 
a  greater  incidence  of  high  blood  pressure,  a  major  stroke 
risk  factor. 

•  Prior  stroke  -  The  risk  of  stroke  for  someone  who  has 
already  had  one  is  many  times  that  of  a  person  who  has  not. 

•  High  blood  pressure  -  High  blood  pressure  is  the  most 
important  risk  factor  for  stroke.  In  fact,  stroke  risk  varies 
directly  with  blood  pressure.  Many  people  believe  the 
effective  treatment  of  high  blood  pressure  is  a  key  reason  for 
the  accelerated  decline  in  the  death  rates  for  stroke. 

•  Cigarette  smoking  ~  In  recent  years,  studies  have  shown 
cigarette  smoking  to  be  an  important  risk  factor  for  stroke. 
The  nicotine  and  carbon  monoxide  in  cigarette  smoke 
damage  the  cardiovascular  system  in  many  ways.  The  use 
of  oral  contraceptives  combined  with  cigarette  smoking 
greatly  increases  stroke  risk. 

•  Diabetes  mellitus  --  Diabetes  is  an  independent  risk  factor 
for  stroke  and  is  strongly  correlated  with  high  blood  pressure. 
While  diabetes  is  treatable,  having  it  increases  a  person's 
risk  of  stroke.  People  with  diabetes  often  also  have  high 
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cholesterol  and  are  overweight,  increasing  their  risk  even 
more. 

•  Carotid  artery  disease  -  The  carotid  arteries  in  your  neck 
supply  blood  to  your  brain.  A  carotid  artery  damaged  by 
atherosclerosis  (a  fatty  buildup  of  plaque  in  the  artery  wall) 
may  become  blocked  by  a  blood  clot,  which  may  result  in  a 
stroke.  If  you  have  a  diseased  carotid  artery,  your  healthcare 
provider  may  hear  an  abnormal  sound  in  your  neck,  called  a 
bruit  (BROO  ee),  when  listening  with  a  stethoscope. 

•  Heart  disease  -  People  with  heart  problems  have  more 
than  twice  the  risk  of  stroke  as  those  whose  hearts  work 
normally.  Atrial  fibrillation  (the  rapid,  uncoordinated  beating 
of  the  heart's  upper  chambers)  in  particular  raises  the  risk  for 
stroke.  Heart  attack  is  also  the  major  cause  of  death  among 
stroke  survivors. 

•  Transient  ischemic  attacks  (TIAs)  -  TIAs  are  "mini 
strokes"  that  produce  stroke-like  symptoms  but  no  lasting 
damage.  They  are  strong  predictors  of  stroke.  A  person 
who's  had  one  or  more  TIAs  is  almost  1 0  times  more  likely  to 
have  a  stroke  than  someone  of  the  same  age  and  sex  who 
hasn't. 

•  High  red  blood  cell  count  -  A  moderate  or  marked 
increase  in  the  red  blood  cell  count  is  a  risk  factor  for  stroke. 
The  reason  is  that  more  red  blood  cells  thicken  the  blood 
and  make  clots  more  likely. 

What  other  factors  can  affect  the  risk  of  stroke? 

•  Season  and  climate  --  Stroke  deaths  occur  more  often 
during  periods  of  extremely  hot  or  cold  temperatures. 

•  Socioeconomic  factors  -  There's  some  evidence  that 
people  of  lower  income  and  educational  levels  have  a  higher 
risk  for  stroke. 

•  Excessive  alcohol  intake  -  Excessive  drinking  (an  average 
of  more  than  one  drink  per  day  for  women  and  more  than 
two  drinks  per  day  for  men)  and  binge  drinking  can  raise 
blood  pressure,  contribute  to  obesity,  high  triglycerides, 
cancer  and  other  diseases,  cause  heart  failure  and  lead  to 
stroke. 

•  Certain  kinds  of  drug  abuse  -  Intravenous  drug  abuse 
carries  a  high  risk  of  stroke  from  cerebral  emboli.  Cocaine 
use  has  been  closely  related  to  strokes,  heart  attacks  and  a 
variety  of  other  cardiovascular  complications.  Some  of  them 
have  been  fatal  even  in  first-time  cocaine  users. 

How  are  heart  disease  risk  factors  related  to  stroke? 

Other  risk  factors  are  secondary  risk  factors  for  stroke.  They  affect 
the  risk  of  stroke  indirectly  by  increasing  the  risk  of  heart  disease: 


•  High  blood  cholesterol  and  lipids 
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•  Physical  inactivity 

•  Obesity  or  overweight 

High-Risk  Populations 

African  Americans  and  Cardiovascular  Diseases 
American  Indian  /  Alaska  Natives  and  Cardiovascular  Diseases 
Asian  /  Pacific  Islanders  and  Cardiovascular  Diseases 
Baby  Boomers  and  Cardiovascular  Diseases 
Hispanics  and  Cardiovascular  Diseases 
International  Cardiovascular  Disease  Statistics 
Men  and  Cardiovascular  Diseases 
Older  Americans  and  Cardiovascular  Diseases 
Whites  and  Cardiovascular  Diseases 
Women  and  Cardiovascular  Diseases 
Youth  and  Cardiovascular  Diseases 
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what  is  stroke?   What  are  the  risk  factors  of  stroke? 
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The  American  Stroke  Association  has  identified  several  factors 
that  increase  the  risk  of  stroke.  The  more  risk  factors  a  person 
has,  the  greater  the  chance  that  he  or  she  will  have  a  stroke. 
Some  of  these  you  can't  control,  such  as  increasing  age,  family 
health  history,  race  and  gender.  But  you  can  change,  treat  or 
modify  most  other  risk  factors  to  lower  your  risk.  Factors  resulting 
from  lifestyle  or  environment  can  be  modified  with  a  healthcare 
provider's  help. 

•  Increasing  age  -  The  chance  of  having  a  stroke  more  than 
doubles  for  each  decade  of  life  after  age  55.  While  stroke  is 
common  among  the  elderly,  many  people  under  65  also 
have  strokes. 

•  Sex  ~  The  latest  data  show  that,  overall,  the  incidence  and 
prevalence  of  stroke  are  about  equal  for  men  and  women. 
However,  at  all  ages,  more  women  then  men  die  of  stroke. 

•  Heredity  (family  history)  and  race  -  The  chance  of  stroke 
is  greater  in  people  who  have  a  family  history  of  stroke. 
African  Americans  have  a  much  higher  risk  of  disability  and 
death  from  a  stroke  than  whites,  in  part  because  blacks  have 
a  greater  incidence  of  high  blood  pressure,  a  major  stroke 
risk  factor. 

•  Prior  stroke  -  The  risk  of  stroke  for  someone  who  has 
already  had  one  is  many  times  that  of  a  person  who  has  not. 

•  High  blood  pressure  -  High  blood  pressure  is  the  most 
important  risk  factor  for  stroke.  In  fact,  stroke  risk  varies 
directly  with  blood  pressure.  Many  people  believe  the 
effective  treatment  of  high  blood  pressure  is  a  key  reason  for 
the  accelerated  decline  in  the  death  rates  for  stroke. 

•  Cigarette  smoking  -  In  recent  years,  studies  have  shown 
cigarette  smoking  to  be  an  important  risk  factor  for  stroke. 
The  nicotine  and  carbon  monoxide  in  cigarette  smoke 
damage  the  cardiovascular  system  in  many  ways.  The  use 
of  oral  contraceptives  combined  with  cigarette  smoking 
greatly  increases  stroke  risk. 

•  Diabetes  mellitus  -  Diabetes  is  an  independent  risk  factor 
for  stroke  and  is  strongly  correlated  with  high  blood  pressure. 
While  diabetes  is  treatable,  having  it  increases  a  person's 
risk  of  stroke.  People  with  diabetes  often  also  have  high 
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cholesterol  and  are  overweight,  increasing  their  risk  even 
more. 

•  Carotid  artery  disease  -  The  carotid  arteries  in  your  neck 
supply  blood  to  your  brain.  A  carotid  artery  damaged  by 
atherosclerosis  (a  fatty  buildup  of  plaque  in  the  artery  wall) 
may  become  blocked  by  a  blood  clot,  which  may  result  in  a 
stroke.  If  you  have  a  diseased  carotid  artery,  your  healthcare 
provider  may  hear  an  abnormal  sound  in  your  neck,  called  a 
bruit  (BROO  ee),  when  listening  with  a  stethoscope. 

•  Heart  disease  -  People  with  heart  problems  have  more 
than  twice  the  risk  of  stroke  as  those  whose  hearts  work 
normally.  Atrial  fibrillation  (the  rapid,  uncoordinated  beating 
of  the  heart's  upper  chambers)  in  particular  raises  the  risk  for 
stroke.  Heart  attack  is  also  the  major  cause  of  death  among 
stroke  survivors. 

•  Transient  ischemic  attacks  (TIAs)  ~  TIAs  are  "mini 
strokes"  that  produce  stroke-like  symptoms  but  no  lasting 
damage.  They  are  strong  predictors  of  stroke.  A  person 
who's  had  one  or  more  TIAs  is  almost  1 0  times  more  likely  to 
have  a  stroke  than  someone  of  the  same  age  and  sex  who 
hasn't. 

•  High  red  blood  cell  count  -  A  moderate  or  marked 
increase  in  the  red  blood  cell  count  is  a  risk  factor  for  stroke. 
The  reason  is  that  more  red  blood  cells  thicken  the  blood 
and  make  clots  more  likely. 

What  other  factors  can  affect  the  risk  of  stroke? 

•  Season  and  climate  -  Stroke  deaths  occur  more  often 
during  periods  of  extremely  hot  or  cold  temperatures. 

•  Socioeconomic  factors  -  There's  some  evidence  that 
people  of  lower  income  and  educational  levels  have  a  higher 
risk  for  stroke. 

•  Excessive  alcohol  intake  -  Excessive  drinking  (an  average 
of  more  than  one  drink  per  day  for  women  and  more  than 
two  drinks  per  day  for  men)  and  binge  drinking  can  raise 
blood  pressure,  contribute  to  obesity,  high  triglycerides, 
cancer  and  other  diseases,  cause  heart  failure  and  lead  to 
stroke. 

•  Certain  kinds  of  drug  abuse  -  Intravenous  drug  abuse 
carries  a  high  risk  of  stroke  from  cerebral  emboli.  Cocaine 
use  has  been  closely  related  to  strokes,  heart  attacks  and  a 
variety  of  other  cardiovascular  complications.  Some  of  them 
have  been  fatal  even  in  first-time  cocaine  users. 

How  are  heart  disease  risk  factors  related  to  stroke? 

Other  risk  factors  are  secondary  risk  factors  for  stroke.  They  affect 
the  risk  of  stroke  indirectly  by  increasing  the  risk  of  heart  disease: 

•  High  blood  cholesterol  and  lipids 
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•  Physical  inactivity 

•  Obesity  or  overweight 

High-Risk  Populations 

African  Americans  and  Cardiovascular  Diseases 

American  Indian  /  Alaska  Natives  and  Cardiovascular  Diseases 

Asian  /  Pacific  Islanders  and  Cardiovascular  Diseases 

Baby  Boomers  and  Cardiovascular  Diseases 

Hispanics  and  Cardiovascular  Diseases 

International  Cardiovascular  Disease  Statistics 

Men  and  Cardiovascular  Diseases 

Older  Americans  and  Cardiovascular  Diseases 

Whites  and  Cardiovascular  Diseases 

Women  and  Cardiovascular  Diseases 

Youth  and  Cardiovascular  Diseases 
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warning  signs 
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If  you  notice  one  or  more  of  these  signs  in  another  person  or 
yourself,  don't  wait.  Call  9-1-1  or  your  local  emergency  medical 
services  number  immediately  and  get  the  person  to  a  hospital  right 
away!  Treatment  can  be  more  effective  if  given  quickly.  Every 
second  counts! 

The  signs  are: 

•  Sudden  numbness  or  weakness  of  face,  arm  or  leg, 
especially  on  one  side  of  the  body 

•  Sudden  confusion,  trouble  speaking  or  understanding 

•  Sudden  trouble  seeing  in  one  or  both  eyes 

•  Sudden  trouble  walking,  dizziness,  loss  of  balance  or 
coordination 

•  Sudden,  severe  headache  with  no  known  cause 


Not  all  of  these  signs  occur  with  every  stroke.  Sometimes  they  go 
away  and  return.  If  some  occur,  get  help  fast.  If  you  notice  one  or 
more  of  these  signs  in  another  person,  don't  wait.  Call  9-1-1  and 
get  them  to  a  hospital  right  away! 

What  is  a  TIA  (transient  ischemic  attack)? 

A  TIA  is  a  "mini-stroke"  with  the  same  signs  as  a  stroke,  only  the 
signs  last  only  a  few  minutes. 

About  10  percent  of  strokes  are  preceded  by  TIAs.  However,  of 
those  who  have  had  one  TIA  or  more,  about  36  percent  will  later 
have  a  stroke.  A  person  who  has  had  one  or  more  TIAs  is  9.5 
times  more  likely  to  have  a  stroke  than  someone  of  the  same  age 
and  sex  who  has  not. 


•  TIAs  are  extremely  important  stroke  warning  signs.  Don't 
ignore  them!  CALL  9-1-1  —  GET  MEDICAL  HELP 
IMMEDIATELY. 


Interactive  Test 

Click  here  for  Stroke  Risk  Factor  Calculator 
Chain  of  Survival 
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American  Stroke  Association,  a  Division  of  American  Heart  Association 


http://www.strokeassociation.org/Consumer/prevention/waming. 


Every  stroke  or  TIA  must  be  treated  as  a  life-threatening 
emergency.  Time  is  very  important.  A  stroke  in  progress  must  be 
diagnosed.  If  you  are  going  to  receive  tPA,  a  "clot-busting"  drug 
treatment,  or  other  appropriate  therapy,  you  must  get  to  a  hospital 
quickly  so  a  doctor  can  diagnose  your  stroke  and  treat  you  within  3 
hours  of  the  time  symptoms  begin.  In  the  hospital  emergency 
room,  tests  will  determine  if  a  TIA,  stroke  or  another  medical 
problem  caused  your  symptoms. 

Treatment  for  stroke  will  be  different  if  an  artery  is  blocked 
(ischemic  stroke)  or  a  blood  vessel  has  ruptured  (hemorrhagic 
stroke).  To  increase  your  chances  of  surviving  a  stroke,  take  these 
5  steps  in  the  Stroke  Chain  of  Survival  within  three  hours  of  the 
onset  of  symptoms: 

•  Rapid  recognition  of  stroke  signs  and  symptoms: 
Recognize  the  symptoms  and  note  when  they  first  occur. 

•  Rapid  activation  of  the  Emergency  Medical  Services 
(EMS)  system:  Call  9-1-1  immediately.  Tell  the  operator  that 
you  have  stroke  warning  signs. 

•  Rapid  transport  and  hospital  pre-notification:  Get  to  the 
hospital  quickly  via  EMS;  they  will  notify  the  emergency 
room. 

•  Rapid  start  of  pre-hospital  care  during  EMS  transport: 

Receive  early  assessments  and  care  on  the  way  to  the 
hospital. 

•  Rapid  diagnosis  and  treatment  at  the  receiving  hospital: 

Receive  prompt  evaluation  of  the  medical  data  and  treatment 
to  restore  blood  flow  to  the  brain  -  or  other  treatments  as 
appropriate  at  the  ER. 

(Iqb) 

©  1999  American  Heart  Association,  Inc.  All  rights  reserved.  Unauthorized  use  prohibited. 

The  information  contained  in  this  American  Heart  Association  (AHA)  Web  site  is  not  a  substitute  for  medical  advice  or 
treatment,  and  the  AHA  recommends  consultation  with  your  doctor  or  health  care  professional. 
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What  Is  Sickle  Cell  Disease? 


Sickle  cell  disease  is  an  inherited  disorder  of  the  red  blood  cells.  Red  blood  cells  carry  oxygen  to 
all  parts  of  the  body  by  using  a  protein  called  hemoglobin.  Normal  red  blood  cells  contain  only 
normal  hemoglobin  and  are  shaped  like  doughnuts.  These  cells  are  very  flexible  and  move  easily 
through  small  blood  vessels. 

But  in  sickle  cell  disease,  the  red  blood  cells  contain  sickle  hemoglobin,  which  causes  them  to 
change  to  a  curved  shape  (sickle  shape)  after  oxygen  is  released.  Sickled  cells  become  stuck 
and  form  plugs  in  small  blood  vessels.  This  blockage  of  blood  flow  can  damage  the  tissue. 
Because  there  are  blood  vessels  in  all  parts  of  the  body,  damage  can  occur  anywhere  in  the 
body. 


Current  as  of  August  2000 


Internet  Citation: 

Understanding  Your  Body:  What  Is  Sickle  Cell  Disease?  August  2000.  Life  Sciences  Education  and  Health  Literacy. 
Agency  for  Healthcare  Research  and  Quality,  Rockville,  MD.  http://www.ahrq.gov/consumer/bodysys/edbody12.htm 


Return  to  Understanding  Your  Body 
Consumers  and  Patients 
AHRQ  Home  Page 

Department  of  Health  and  Human  Services 


The  most  common  types  of  sickle  cell  disease  are: 


•  Sickle  cell  anemia. 

•  Hemoglobin  SC  disease. 

•  Sickle  beta-thalassemia. 
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What  Is  a  Cataract? 


A  cataract  is  a  cloudy  area  in  the  lens 
of  the  eye. 

A  normal  lens  is  clear.  It  lets  light  pass 
to  the  back  of  the  eye.  A  cataract 
blocks  some  of  the  light.  As  a  cataract 
develops,  it  becomes  harder  for  a 
person  to  see. 

Cataract  is  a  normal  part  of  aging. 
About  half  of  Americans  ages  65  to  74 
have  cataract.  About  70  percent  of 
those  age  75  and  over  have  this 
condition. 


Normal  lens. 


Lens  with 
cataract. 


Side  View  of  Eye 


Most  people  with  cataract  have  a  cataract  in  both  eyes.  However,  one  eye  may  be  worse  than 
the  other  because  each  cataract  develops  at  a  different  rate. 

Some  people  with  cataract  don't  even  know  it.  Their  cataract  may  be  small,  or  the  changes  in 
their  vision  may  not  bother  them  very  much.  Other  people  who  have  cataract  cannot  see  well 
enough  to  do  the  things  they  need  or  want  to  do. 
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September 
Prostate  Cancer  Awareness  Month 


Black  men  in  the  United  States  have  the  highest  rates  for  prostate  cancer  in  the  world 

Prostate  cancer  is  the  most  common  nonskin  cancer  among  men  in  the  United  States.  Although 
the  number  of  men  with  this  disease  is  large,  the  number  of  men  who  are  expected  to  die  of  the 
disease  is  considerably  smaller,  since  the  majority  of  men  diagnosed  with  prostate  cancer  do  not 
die  of  it. 

The  risk  of  prostate  cancer  is  dramatically  higher  among  blacks,  intermediate  among  whites,  and 
lowest  among  native  Japanese.  However,  this  increase  in  risk  may  be  due  to  other  factors 
associated  with  race.  Studies  have  shown  a  link  between  levels  of  testosterone  and  prostate 
cancer  risk,  with  black  men  having  the  highest  levels. 

Suggested  Activities: 

•  Set  up  a  Prostate-screening  day  for  members. 

•  Distribute  information  on  Prostate  Cancer  incidence  and  treatment  options. 

•  Contact  the  local  chapter  of  the  American  Cancer  Society  for  a  possible  speaker  on 
cancer 


For  more  Information 

National  Prostate  Cancer  Coalition 

888-245-9455 
info@pcacoalition.org 

American  Cancer  Society 

800-227-23345 
www.cancer.org 
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MAN  TO  MAN 

The  PSA  Blood  Test  &  Prostate  Cancer 


What  is  the  prostate 
gland? 

The  prostate  is  a  sex  gland 
in  men.  It  is  about  the  size 
of  a  walnut.  It  is  located 
below  the  bladder  and  in 
front  of  the  rectum.  It 
surrounds  part  of  the 
urethra,  the  tube  which 
carries  urine  from  the 
bladder.  The  prostate  makes 
a  fluid  that  carries  sperm. 

What  is  the  most  common 
prostate  problem? 

The  most  common  prostate 
problem  is  called  benign 
prostatic  hyperplasia  (BPH). 
Hyperplasia  means  too 
much  growth,  so  BPH  is  an 
enlargement  of  the  prostate. 
It  can  cause  discomfort  and 
problems  urinating.  More 
than  half  the  men  in  the 
United  States  over  age  50  have  BPH.  It  is  not  cancer,  but  its 
symptoms  are  similar  to  those  of  prostate  cancer.  If  you  have  an 
enlarged  prostate,  your  PSA  level  may  be  high. 

What  is  a  PSA  Blood  Test? 

During  your  digital  rectal  exam  (called  DRE),  your  doctor  may 
have  felt  something  unusual  and  ordered  a  PSA  test.  Or  the  blood 
test  may  be  part  of  your  annual  checkup  and  your  doctor  has 
suggested  more  tests  because  your  PSA  level  is  high. 

The  PSA  blood  test  is  an  important  tool  in  helping  to  detect 
prostate  cancer,  especially  when  it  is  done  along  with  a  DRE.  The 
PSA  test  measures  a  substance  called  prostate-specific  antigen 
made  by  the  prostate.  It  is  normal  to  find  small  quantities  of  PSA 
in  the  blood. 

The  PSA~as  with  any  medical  test—needs  explanation  and 
follow-up  by  your  doctor.  PSA  levels  differ  according  to  age  and 
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Man  to  Man:  The  PSA  Blood  Test  &  Prostate  Cancer 
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tend  to  rise  gradually  in  men  over  age  60. 

Reasons  for  Having  a  Higher  than  Normal  PSA  Level 


Can  raise  PSA  levels  two  to 
three  time  higher  than  normal 
level.  Can  cause  discomfort 
and  problems  urinating. 
Common  problem— more  than 
half  of  men  over  50  years  old 
have  it. 


Can  raise  PSA  levels  two  to 
three  times  higher  than  normal. 


PSA  level  may  not  return  to 
normal  for  several  weeks. 


Although  there  is  no  PSA  level 
that  tells  whether  or  not  you 
have  cancer,  the  higher  the 
PSA  level,  the  higher  your 
chance  of  having  cancer. 


MyPSAisHIgh? 


If  you  had  normal  results  on  a  digital  rectal  examination  and  your 
PSA  is  slightly  high,  your  doctor  may  want  to  repeat  the  test  to  see 
if  the  PSA  level  remains  high.  If  your  doctor  felt  something 
unusual  in  your  DRE,  more  tests  may  be  needed.  One  of  these  is  a 
transrectal  ultrasound.  Sound  waves  are  used  to  create  an  image  of 
your  prostate  to  help  detect  tumors. 


How  is  Prostate  Cancer  Diagnosed? 

A  diagnosis  of  cancer  must  be  made  by  a  biopsy,  which  is  often 
done  at  the  time  of  your  ultrasound.  During  a  biopsy,  small  pieces 
of  prostate  tissue  are  removed  and  examined  under  a  microscope 
for  cancer.  The  biopsy  is  done  quickly  and  most  men  find  it  causes 
little  or  no  pain. 

It  is  important  to  follow  up  with  your  doctor  if  you  have  an 
unusual  digital  rectal  exam  or  if  your  PSA  level  is  high.  If  your 
doctor  has  ordered  more  tests  or  suggested  repeating  the  PSA  test, 
keep  your  appointments.  Don't  let  fear  keep  you  from  having  the 
tests  you  need  to  detect—or  help  rule  out— cancer.  Prostate  cancer  is 
most  successfully  treated  when  found  early. 

Early  prostate  cancer  may  have  no  symptoms.  It  can  only  be  found 
by  regular  prostate  checkups. 
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The  rectal  exam,  PSA  test,  and  ultrasound  are  the  best  methods 
available  today  to  detect  prostate  cancer  early.  Your  doctor  will 
recommend  the  tests  you  need. 

Recommendations 

The  American  Cancer  Society  recommends  that  screening  tests  for 
detecting  prostate  cancer  (digital  rectal  examination  and  PSA 
blood  test)  be  offered  once  a  year  to  men  50  years  of  age  and 
older.  Some  health  care  systems  do  not  cover  the  cost  of  PSA 
screening.  If  you  are  50  years  of  age  or  older,  you  should  discuss 
this  test  with  your  health  care  provider.  Men  in  high-risk  groups, 
such  as  African- Americans,  or  those  with  a  strong  family  history 
of  prostate  cancer,  should  consider  being  tested  at  a  younger  age 
(45,  for  example). 

For  more  information  about  prostate  or  other  cancers,  contact  your 
local  American  Cancer  Society  office  or  call  1-800-ACS-2345. 

►  Order  The  PSA  Blood  Test  &  Prostate  Cancer  Brochure 

►  Return  to  Man  to  Man  Main  Menu 
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O  Information 

from  Your  Family  Doctor 


Prostate  Cancer  Treatment  Options 


What  are  some  of  the  treatment  options  for  prostate  cancer? 

The  treatment  options  for  prostate  cancer  depend  in  part  on  whether  the  tumor  has  spread.  For 
tumors  that  are  still  inside  the  prostate,  radiation  therapy  (using  x-rays  that  kill  the  cancer 
cells)  and  a  surgery  called  radical  prostatectomy  are  common  treatment  options.  "Watchful 
waiting"  is  also  a  treatment  option.  In  this  approach,  no  treatment  is  given  until  the  tumor  gets 
bigger.  Watchful  waiting  may  be  the  best  choice  for  an  older  man  who  has  a  higher  risk  of 
dying  from  something  other  than  his  prostate  cancer. 

Generally,  tumors  that  have  grown  beyond  the  edge  of  the  prostate  can't  be  cured  with  either 
radiation  or  surgery.  They  can  be  treated  with  hormones  that  slow  the  cancer's  growth. 

What  is  radical  prostatectomy? 

Radical  prostatectomy  is  the  surgical  removal  of  the  whole  prostate  gland  and  the  nearby 
lymph  nodes.  Most  men  who  have  this  surgery  are  under  general  anesthesia  (puts  you  into  a 
sleep-like  state).  After  the  prostate  gland  is  taken  out,  a  catheter  (a  narrow  rubber  tube)  is  put 
through  the  penis  into  the  bladder  to  carry  urine  out  of  the  body  until  the  area  heals. 

What  are  its  risks  and  benefits? 

If  you're  in  good  health,  the  short-term  risks  of  this  surgery  are  low.  The  hospital  stay  is 
usually  2  to  3  days,  with  the  catheter  left  in  place  for  2  weeks.  You're  usually  able  to  go  back 
to  work  in  about  1  month.  You  shouldn't  have  severe  pain  with  this  surgery.  Most  men  regain 
bladder  control  a  few  weeks  to  several  months  after  the  surgery. 

The  main  advantage  of  surgery  is  that  it  offers  the  most  certain  treatment.  That  is,  if  all  of  the 
cancer  is  removed  during  surgery,  you  are  probably  cured.  Also,  the  surgery  provides  your 
doctor  with  accurate  information  about  how  advanced  your  cancer  is,  since  the  lymph  nodes 
are  taken  out  along  with  the  tumor. 

Surgery  does  have  risks  and  complications.  You  could  lose  a  lot  of  blood  during  this  surgery. 
Before  the  surgery,  you  might  want  to  save  about  2  units  of  your  own  blood  in  case  you  need  a 
transfusion.  The  main  risks  of  this  surgery  are  incontinence  (lack  of  bladder  control)  and 
impotence  (loss  of  the  ability  to  get  or  keep  an  erection  long  enough  to  have  sex).  Fortunately, 
a  very  low  percentage  of  men  have  severe  incontinence  after  radical  prostatectomy.  Up  to 
35%  of  men  have  a  little  accidental  leakage  of  urine  during  heavy  lifting,  coughing  or 
laughing. 

The  chance  of  impotence  decreases  if  the  surgeon  is  able  to  avoid  cutting  the  nerves.  This  may 
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not  be  possible  if  the  tumor  is  large.  Your  age  and  degree  of  sexual  function  before  the 
surgery  are  also  important  factors.  If  you're  under  50  when  you  have  this  surgery,  you're  likely 
to  regain  sexual  function.  If  you're  older  than  70,  you're  more  likely  to  lose  sexual  function. 
Remember,  even  if  the  nerves  are  cut,  feeling  in  your  penis  and  orgasm  remain  normal.  Only 
the  ability  to  get  a  rigid  penis  for  sexual  intercourse  is  lost.  However,  there  are  medicines  and 
devices  that  can  help  make  the  penis  rigid. 

What  is  radiation  therapy?  What  are  its  risks  and  benefits? 

There  are  2  types  of  radiation  therapy.  In  one  type,  called  external  beam  radiation  therapy, 
radiation  is  given  from  a  machine  like  an  x-ray  machine.  In  another  type,  radioactive  pellets 
(called  "seeds")  are  injected  into  the  prostate  gland.  This  is  sometimes  called  seed  therapy  or 
brachytherapy  (say  "break-ee-ther-uh-pee").  Both  types  work  about  the  same  in  curing 
prostate  cancer. 

The  machine  therapy  is  usually  given  5  days  a  week  over  7  weeks,  which  you  might  find 
time-consuming.  However,  you  don't  need  any  anesthesia.  The  side  effects  are  milder  than  the 
side  effects  that  can  come  with  seed  therapy.  However,  seed  therapy  can  be  done  with  just  one 
hospital  visit.  You  would  have  to  have  anesthesia  for  a  few  minutes,  but  you  should  be  able  to 
go  home  right  after  the  treatment.  In  seed  therapy,  higher  doses  of  radiation  can  be  put  right 
on  the  cancer.  You  may  feel  more  discomfort  after  this  treatment. 

Radiation  therapy  has  a  cure  rate  about  the  same  as  the  cure  rate  for  surgery,  but  no  surgical 
risks.  There's  no  risk  of  bleeding.  You  don't  have  to  stay  in  the  hospital.  You'll  recover  faster. 
Daily  activities  can  usually  go  on  during  the  treatment.  Incontinence  is  extremely  rare 
afterward. 

About  one  half  of  patients  become  impotent  within  2  years  of  having  radiation  therapy.  Many 
men  feel  very  tired  at  the  end  of  the  treatment  period.  About  15%  to  30%  have  urinary 
burning,  urinary  bleeding,  frequent  urination,  rectal  bleeding,  rectal  discomfort  or  diarrhea 
during  or  shortly  after  the  treatment.  Serious  complications  are  rare.  However,  a  degree  of 
uncertainty  goes  along  with  radiation  treatment.  Since  the  prostate  gland  and  the  lymph  nodes 
are  not  taken  out,  the  doctors  can't  tell  the  exact  size  of  the  tumor.  The  cancer  could  come 
back  many  years  after  radiation  treatment. 

At  1 0  years  after  treatment,  cure  rates  are  about  the  same  for  radiation  therapy  and  radical 
prostatectomy.  However,  surgery  may  give  you  a  better  chance  of  cure  over  the  long  term. 

What  are  the  risks  and  benefits  of  watchful  waiting? 

Many  prostate  cancers  are  small  and  grow  slowly.  Because  many  men  with  a  slow-growing  ■ 
tumor  have  the  same  life  expectancy  as  men  who  don't  even  have  prostate  cancer,  it  may  not 
be  necessary  to  treat  very  small,  very  slow-growing  prostate  tumors.  Also,  some  men  feel  that  j  I 

the  side  effects  of  treatment  outweigh  the  benefits.  In  watchful  waiting,  you  get  no  treatment, 
but  you  see  your  doctor  often.  If  there's  no  sign  the  cancer  is  growing,  you  continue  to  get  no 
treatment.  Hormone  therapy  can  be  started  if  the  cancer  starts  to  grow.  H| 


i 
» 

I 

i 
t 

| 

ii 

I 

li 


1! 


It  can  be  hard  to  tell  if  a  small  tumor  is  going  to  grow  slowly  or  quickly.  Your  doctor  will  get  w 
clues  about  the  way  your  tumor  will  grow  by  checking  your  PSA  level,  examining  the  biopsy  j 
tissue  and  giving  you  a  rectal  exam,  but  the  choice  of  watchful  waiting  is  up  to  you.  ™j 
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What  is  the  purpose  of  hormone  therapy? 

The  puipose  of  hormone  therapy  is  to  remove  the  male  hormones,  called  androgens.  This  is 
because  androgens,  such  as  testosterone,  help  the  prostate  tumor  grow.  Monthly  shots  can  be 
given  or  the  testicles  can  be  surgically  removed.  Once  the  testosterone  is  out  of  your  body,  the 
prostate  cancer  usually  shrinks.  Hormone  treatments  are  most  often  used  in  patients  with 
cancer  that  has  already  spread  beyond  the  prostate  gland. 

i 

While  prostate  cancer  usually  responds  to  1  or  2  years  of  hormone  therapy,  after  some  time 
most  tumors  start  to  grow  again.  Once  this  happens,  the  treatment  goal  is  to  control  symptoms. 
No  treatment  can  cure  prostate  cancer  after  hormone  therapy  stops  helping. 

Who  can  I  contact  for  more  information  about  prostate  cancer? 

Your  family  doctor,  your  oncologist  (cancer  doctor),  the  radiotherapist  and  your  urologist  can 
give  you  information.  Your  local  hospital  or  cancer  center  may  refer  you  to  a  local  prostate 
cancer  support  group,  where  you  can  meet  other  men  who  have  had  this  cancer.  The 
organizations  listed  below  can  also  give  you  more  information  as  you  make  your  decision 
about  prostate  cancer  treatment. 

Prostate  Health  Council/American  Foundation  for  Urologic  Disease 

1128  N.Charles  St. 

Baltimore,  MD  21201 

Telephone:  800-242-2383 

www.prostatehealth.com 

American  Cancer  Society 

Telephone:  800-227-2345,  or  check  your  local  telephone  directory 
www.caneer.org 

US  TOO  International,  Inc.  (independent  network  of  support  groups) 
930  N.  York  Rd.,  Suite  50 
Hinsdale,  IL  60521 

Telephone:  800-808-7866  or  630-323-1002 
www.nstoo.com 

(Rev.  October  2000) 


This  handout  provides  a  general  overview  on  this  topic  and  may  not  apply  to  everyone. 
To  find  out  if  this  handout  applies  to  you  and  to  get  more  information  on  this  subject,  talk 
to  your  family  doctor. 

Visit  farnirvdoctor.org  for  more  useful  information  on  this  and  many  other  health-related 
topics. 
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Questions  and  Answers  About  Early  Prostate 

Cancer 


1.  What  is  the  prostate? 

The  prostate  is  a  male  sex  gland,  part  of  a  man's  reproductive  system. 
The  prostate  is  about  the  size  of  a  walnut.  It  is  located  below  the 
bladder  and  in  front  of  the  rectum. 

2.  What  is  prostate  cancer? 

Except  for  skin  cancer,  cancer  of  the  prostate  is  the  most  common 
malignancy  in  American  men.  It  is  estimated  that  in  1999  in  the 
United  States  nearly  179,300  men  will  be  diagnosed  with  prostate 
cancer.  In  the  majority  of  men  with  prostate  cancer,  it  is  very  slow 
growing,  and  many,  if  not  most,  of  these  men  will  not  die  because  of 
the  prostate  cancer,  but  rather  will  live  with  it  until  they  eventually 
die  of  some  other  cause.  Early  prostate  cancer  is  localized  (confined) 
to  the  gland,  and  the  majority  of  patients  with  localized  prostate 
cancer  have  a  long  survival  after  diagnosis. 


3.  Who  is  at  risk  for  prostate  cancer? 


All  men  are  at  risk.  The  most  common  risk  factor  is  age.  More  than 
75  percent  of  men  diagnosed  with  prostate  cancer  each  year  are  over 
the  age  of  65.  African  American  men  have  a  higher  risk  of  prostate 
cancer  than  white  Americans.  Dramatic  differences  in  the  incidence 
of  prostate  cancer  are  seen  in  different  countries,  and  there  is  some 
evidence  that  a  diet  higher  in  animal  fat  may,  in  part,  underlie  these 
differences  in  risk.  Genetic  factors  also  appear  to  play  a  role, 
particularly  for  families  in  whom  the  diagnosis  is  made  in  men  under 
60  years  of  age.  The  risk  of  prostate  cancer  rises  with  the  number  of 
close  relatives  who  have  the  disease. 

4.  What  are  the  symptoms  of  prostate  cancer? 

Prostate  cancer  often  does  not  cause  symptoms  for  many  years.  By 
the  time  symptoms  occur,  the  disease  may  have  spread  beyond  the 
prostate. 
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When  symptoms  do  occur,  they  may  include: 

0  Frequent  urination,  especially  at  night 
°  Inability  to  urinate 

°  Trouble  starting  or  holding  back  urination 
0  A  weak  or  interrupted  flow  of  urine 
°  Painful  or  burning  urination 

°  Blood  in  the  urine  or  semen  (the  fluid  that  is  released  through 
the  penis  during  orgasm  and  made  up  of  sperm  from  the 
testicles  and  fluid  from  the  prostate  and  other  sex  glands) 

0  Painful  ejaculation  (the  release  of  semen  through  the  penis 
during  orgasm) 

°  Frequent  pain  or  stiffness  in  the  lower  back,  hips,  or  upper 
thighs 

These  can  be  symptoms  of  cancer,  but  more  often  they  are  symptoms 
of  non-cancerous  enlargement  of  the  prostate.  It  is  important  to  check 
with  a  doctor. 

5.  What  other  prostate  conditions  can  cause  symptoms  like  these? 

The  above  symptoms  may  be  caused  by  a  variety  of  conditions.  As 
men  get  older,  their  prostate  may  grow  bigger  and  block  the  flow  of 
urine  or  interfere  with  sexual  function.  This  common  condition, 
called  benign  prostatic  hyperplasia  (BPH),  is  not  cancer,  but  can 
cause  many  of  the  same  symptoms  as  prostate  cancer.  Although  BPH 
may  not  be  a  threat  to  life,  it  may  require  treatment  with  medicine  or 
surgery  to  relieve  symptoms.  Again,  it  is  important  to  check  with  a 
doctor. 

6.  Can  prostate  cancer  be  found  before  a  man  has  symptoms? 

Yes.  Two  tests  are  commonly  used  to  detect  prostate  cancer  in  the 
absence  of  any  symptoms.  One  is  the  digital  rectal  exam,  in  which  a 
doctor  feels  the  prostate  through  the  rectum  to  find  hard  or  lumpy 
areas.  The  other  is  a  blood  test  used  to  detect  a  substance  made  by  the 
prostate  called  prostate  specific  antigen  (P_£A).  Together,  these  tests 
can  detect  many  silent  prostate  cancers,  those  that  have  not  caused 
symptoms. 

Currently,  the  National  Cancer  Institute  is  supporting  research  to 
learn  more  about  screening  men  for  prostate  cancer.  This  research 
will  try  to  determine  whether  the  blood  test  for  PSA  along  with 
digital  rectal  examination  can  help  reduce  the  death  rate  from  this 
disease.  It  will  also  assess  the  risks  and  benefits  of  screening.  At 
present,  it  is  unclear  whether  routine  screening  of  men  who  are  not  at 
unusually  high  risk  will  prove  to  save  lives  and  outweigh  the  extra 
surgery,  radiation,  and  complications  of  therapy  for  large  numbers  of 
patients,  many  of  whom  do  not  have  aggressive  or  life-threatening 
tumors. 


7.  How  reliable  are  the  two  tests? 

Neither  of  the  screening  tests  for  prostate  cancer  is  perfect.  Most  men 
with  mildly  elevated  PSA  do  not  have  prostate  cancer,  and  many  men 
with  prostate  cancer  have  normal  levels  of  PSA.  Also,  the  digital 
rectal  exam  can  miss  many  prostate  cancers. 

8.  How  is  prostate  cancer  diagnosed? 

The  diagnosis  of  prostate  cancer  can  be  confirmed  only  by  a 
microscopic  examination  to  identify  cancerous  prostate  tissue.  This  is 
done  by  a  biopsy  performed  in  the  doctor's  office. 

Prostate  cancer  is  characterized  by  both  grade  and  stage.  Grade  is  a 
term  used  to  describe  how  closely  a  tumor  resembles  normal  tissue. 
Based  on  the  microscopic  appearance  of  a  tumor,  pathologists 
(doctors  who  identify  diseases  by  studying  tissues  under  a 
microscope)  may  describe  it  as  low-,  medium-,  or  high-grade  cancer. 
One  way  of  grading  prostate  cancer,  called  the  Gleason  system,  uses 
scores  of  2  to  10.  Another  system  uses  Gl  through  G4.  The  higher  the 
score,  the  higher  the  grade  of  the  tumor.  High-grade  tumors  grow 
more  quickly  and  are  more  likely  to  spread  than  low-grade  tumors. 
Staging  of  prostate  cancer  means  determining  the  site  and  location  of 
the  disease.  Early  prostate  cancer,  stages  1  and  2,  is  localized  to  the 
prostate  gland.  Stage  3  prostate  cancer  is  locally  advanced  outside  the 
gland.  Stage  4  prostate  cancer  has  spread  to  other  organs  or  tissues. 

9.  How  is  localized  prostate  cancer  treated? 

There  are  three  generally  accepted  options  for  treatment  of  patients 
with  localized  prostate  cancer:  radical  prostatectomy,  radiation 
therapy,  and  surveillance  (also  called  watchful  waiting^ 

Radical  prostatectomy  is  a  surgical  procedure  to  remove  the  entire 
prostate  gland  and  nearby  tissues.  Sometimes  lymph  nodes  in  the 
pelvic  area  (the  lower  part  of  the  abdomen,  located  between  the  hip 
bones)  are  also  removed.  Radical  prostatectomy  may  be  performed 
using  a  technique  called  nerve-sparing  surgery  that  may  prevent 
damage  to  the  nerves  needed  for  an  erection  and  prevent  damage  to 
the  opening  of  the  bladder. 

Radiation  therapy  involves  the  delivery  of  radiation  energy  to  the 
prostate.  The  energy  is  usually  delivered  in  an  outpatient  setting  using 
an  external  beam  of  radiation.  The  energy  can  also  be  delivered  by 
placing  radioactive  seeds  in  the  prostate  during  a  surgical  procedure. 

A  third  option,  surveillance,  is  recommended  by  doctors  for  some 
patients,  particularly  those  who  are  older  or  have  other  medical 
conditions  that  are  likely  to  compromise  their  health.  These  patients 
are  followed  with  regular  examinations.  If  there  is  evidence  of  cancer 
growth,  active  treatment  may  be  recommended. 
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10.  How  does  a  patient  decide  what  is  the  best  treatment  option  for 
localized  prostate  cancer? 

Choosing  a  treatment  option  involves  the  patient  and  his  family  and 
doctor.  Considerations  include  the  grade  and  stage  of  the  cancer,  the 
patient's  age  and  health,  and  the  individual  choices  that  each  patient 
makes  about  the  benefits  and  risks  of  each  treatment  option.  Because 
there  are  several  reasonable  treatment  options  for  most  patients,  the 
decision  can  be  difficult.  Patients  may  hear  different  opinions  and 
recommendations.  They  should  try  to  get  as  much  information  as 
possible.  There  is  rarely  a  need  to  make  a  decision  without  time  to 
understand  the  pros  and  cons  of  various  approaches. 


### 

Sources  of  National  Cancer  Institute  Information 

Cancer  Information  Service 

Toll-free:  1-800-4-CANCER  (l-80(M22-£237) 

TTY  (for  deaf  and  hard  of  hearing  callers):  1-800-332-8615 

NCI  Online 
Internet 

Use  http://cancer.gov  to  reach  NCI's  Web  site. 
CancerMail  Service 

To  obtain  a  contents  list,  send  e-mail  to  cancermail@icicc.nci.nih.gov 
with  the  word  "help"  in  the  body  of  the  message. 

CancerFax®  fax  on  demand  service 

Dial  301-402-5874  and  listen  to  recorded  instructions. 
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October 

National  Breast  Cancer  Awareness  Month//  Domestic  Violence  Awareness 

Month 

Breast  Cancer  &  Mammography  Facts 

African  American  women  have: 

A  lower  incidence  of  breast  cancer  than  white  women  (we  get  it  less) 

A  higher  mortality  rate  than  white  and  Hispanic  women  (we  die  at  a  higher  rate) 

A  lower  5-year  survival  rate  than  white  and  Hispanic  women 

Early  detection  is  key.  Self-exams  and  mammograms  should  be  encouraged. 

Male  breast  cancer  is  a  disease  in  which  malignant  (cancer)  cells  form  in  the  tissues  of  the 
breast.  Breast  cancer  may  occur  in  men.  Men  at  any  age  may  develop  breast  cancer,  but  it  is 
usually  diagnosed  (found)  in  men  between  60  and  70  years  of  age.  Male  breast  cancer  makes  up 
less  than  1  %  of  all  cases  of  breast  cancer. 

Tests  that  examine  the  breasts  are  used  to  help  diagnose  (find)  breast  cancer  in  men. 

A  doctor  should  be  seen  if  changes  in  the  breasts  are  noticed.  Typically,  men  with  breast  cancer 
have  lumps  that  can  be  felt.  A  biopsy  can  be  done  to  check  for  cancer. 

Survival  for  men  with  breast  cancer  is  similar  to  survival  for  women  with  breast  cancer. 

Survival  for  men  with  breast  cancer  is  similar  to  that  for  women  with  breast  cancer  when  their 
stage  at  diagnosis  is  the  same.  Breast  cancer  in  men,  however,  is  often  diagnosed  at  a  later 
stage.  Cancer  found  at  a  later  stage  may  be  less  likely  to  be  cured. 

Domestic  Violence 

Violence  against  women  is  a  serious  social  and  health  issue  in  the  U.S.  It  is  a  leading  cause  of 
injury  for  American  women  between  the  ages  of  15  and  44.  Acts  of  violence  against  women  have 
devastating  and  costly  consequences  for  individuals,  families,  communities,  and  societies. 

Violence  against  women  can  take  several  forms  including  domestic  violence,  intimate  partner 
violence,  sexual  assault  and  abuse,  rape,  incest,  dating  violence  and  elder  abuse.  Violence 
includes  both  actual  and  threatened  violent  acts — physical,  psychological,  or  sexual — against 
women.  Battered  women  is  a  term  used  to  describe  women  involved  and  usually  living  with 
physically  and/or  psychologically  abusive  spouses  or  partners.  Dating  violence  includes  the  use 
of  "date  rape"  drugs  such  as  Rohypnol,  a  drug  that  sedates  and  immobilizes  person,  as  well  as 
impairs  memory  of  a  violent  event.  Elder  abuse  from  individuals  caring  or  living  with  an  older 
person  has  increased  dramatically  since  the  1980s,  and  is  mostly  committed  by  a  family  member. 

Suggested  Activities: 

•  Contact  the  local  chapter  of  the  American  Cancer  Society  for  a  possible  speaker  on 
breast  cancer  in  both  females  males  and  distribute  info  on  breast  cancer. 

•  Discuss  domestic  violence  and  its  impact  on  the  Black  community 

For  more  Information: 

American  Cancer  Society 

800-227-23345 

www.cancer.org 

National  Coalition  Against  Domestic  Violence 

303-839-1852 

www.ncadv.org 
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Description 

Male  breast  cancer  is  rare.  Less  than  1%  of  all  breast  carcinomas  occur  in  men.-*-  The  mean  age  at 
diagnosis  is  between  60  and  70,  although  men  of  all  ages  can  be  affected  with  the  disease. 

Predisposing  risk  factors  -  appear  to  include  radiation  exposure,  estrogen  administration,  and  diseases 

associated  with  hyperestrogenism,  such  as  cirrhosis  or  Klinefelter's  syndrome  ^  There  are  definite  familial 
tendencies,  with  an  increased  incidence  seen  in  men  who  have  a  number  of  female  relatives  with  breast 
cancer.  An  increased  risk  of  male  breast  cancer  has  been  reported  in  families  in  which  the  BRCA2 

mutation  on  chromosome  13q  has  been  identified.^ 

The  pathology  is  similar  to  that  of  female  breast  cancer,  with  infiltrating  ductal  cancer  the  most  common 

tumor  type.^  Intraductal  cancer  has  been  described  as  well.  Inflammatory  carcinoma  and  Paget's  disease  of 

the  nipple  have  also  been  seen  in  men,  but  lobular  carcinoma  in  situ  has  not.**  Lymph  node  involvement 
and  the  hematogenous  pattern  of  spread  are  similar  to  those  found  in  female  breast  cancer.  The  TNM 
staging  system  for  male  breast  cancer  is  identical  to  the  staging  system  for  female  breast  cancer.  (Refer  to 
the  PDQ  summary  on  Breast  Cancer  Treatment  for  more  information.) 


Treatment  options: 


I! 


II 


Prognostic  factors  that  have  been  evaluated  include  the  size  of  lesion  and  the  presence  or  absence  of  lymph 
node  involvement,  both  of  which  correlate  well  with  prognosis.^  Whether  ploidy  and  S  phase  correlate  j 
with  survival  is  uncertain.^  J 


Overall  survival  is  similar  to  that  of  women  with  breast  cancer.  The  impression  that  male  breast  cancer  has 
a  worse  prognosis  may  stem  from  the  tendency  toward  diagnosis  at  a  later  staged  I  P 
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Initial  surgical  management 

Primary  standard  treatment  is  a  modified  radical  mastectomy  with  axillary  dissectionA^^ 
Adjuvant  therapy 

In  node-negative  patients,  adjuvant  therapy  should  be  considered  on  the  same  basis  as  for  a  woman  with 
breast  cancer  since  there  is  no  evidence  mat  response  to  therapy  is  different  for  men  or  women. 

In  node-positive  patients,  both  chemotherapy  plus  tamoxifen  and  other  hormonal  therapy  have  been  used 
and  can  increase  survival  to  the  same  extent  as  in  women  with  breast  cancer.  There  have  been  no 
controlled  studies  to  compare  adjuvant  treatment  options.  Approximately  85%  of  all  male  breast  cancers 

are  estrogen  receptor-positive  and  70%  are  progesterone  receptor-positive.^'^-  Response  to  hormone 
therapy  correlates  with  presence  of  receptors.  Hormonal  therapy  has  been  recommended  in  all 

receptor-positive  patients.-^  However,  tamoxifen  use  is  associated  with  a  high  rate  of  treatment-limiting 

symptoms,  such  as  hot  flashes  and  impotence,  in  male  breast  cancer  patients.-^ 

CMF:  cyclophosphamide  +  methotrexate  +  fluorouracil  CAF:  cyclophosphamide  +  doxorubicin  + 
fluorouracil 

t 

Locally  recurrent  disease 

Surgical  excision  or  radiation  therapy  combined  with  chemotherapy  is  recommended.^ 
Distant  metastases 

Hormonal  therapy,  chemotherapy,  or  a  combination  of  both  have  been  used  with  some  success.  Initially, 
hormonal  therapy  is  recommended.  Hormonal  modalities  include:^ 

•  Orchiectomy 

•  Luteinizing  hormone-releasing  hormone  with  or  without  total  androgen  blockage  (antiandrogen) 

•  Tamoxifen  for  estrogen  receptor-positive  patients 

•  'Progesterone 

•  Aminoglutethimide  J^'— 

Hormonal  therapies  may  be  used  sequentially.  Standard  chemotherapy  combinations  of  CMF  and  CAF  are 
recommended  after  failure  of  hormonal  therapy.  Responses  are  generally  similar  to  those  seen  in  women 

with  breast  cancer.^ 
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November 

National  Diabetes  Month//  Great  American  Smoke  out  (11/15) 

Today,  diabetes  mellitus  is  one  of  the  most  serious  health  challenges  facing  the  United  States. 
The  following  statistics  illustrate  the  magnitude  of  this  disease  among  African  American 

1 .  2.3  million  African  Americans  have  diabetes 

2.  For  every  six  white  Americans  who  have  diabetes,  10  African  Americans  have  diabetes. 

3.  Approximately  1 0.8  percent  of  all  African  Americans  have  diabetes. 

4.  African  Americans  with  diabetes  are  more  likely  to  develop  diabetes  complications  and 
experience  greater  disability  from  the  complications  than  white  Americans  with  diabetes. 

5.  Death  rates  for  people  with  diabetes  are  27  percent  higher  for  African  Americans 
compared  with  whites. 

Prevention 

You  can  do  a  lot  to  lower  your  chances  of  getting  diabetes.  Exercising  regularly,  reducing  fat  and 
calorie  intake,  and  losing  weight  can  all  help  you  reduce  your  risk  of  developing  type  2  diabetes. 
Lowering  blood  pressure  and  cholesterol  levels  also  help  you  stay  healthy. 

Smoking 
Before  you  quit: 

Tell  your  family,  friends,  coworkers,  pastor,  and  congregation.  Ask  them  for  support  and 
understanding.  Write  down  the  reasons  you  want  to  quit.  Put  a  copy  on  the  refrigerator  where 
you  will  see  it  each  day.  Throw  out  all  your  cigarettes,  lighters,  and  ashtrays.  Do  not  buy  any 
more  cigarettes. 

Make  a  plan  to  stay  off  cigarettes 

Stay  away  from  other  tobacco  products,  such  as  cigars,  pipes,  and  chewing  tobacco. 
Review  your  past  attempts  to  quit.  Think  about  what  worked  and  what  did  not.  Reward  yourself. 
Quitting  can  be  hard  work.  Don't  think  of  quitting  as  giving  something  up.  Rather,  think  of  it  as 
gaining  good  health.  Treat  yourself  to  something  special  with  the  money  you  will  be  saving.  Get 
other  smokers  in  your  household  to  join  you  in  quitting. 

Suggested  Activities: 

•  Contact  local  chapter  of  American  Diabetes  Assoc.  for  information  on  African  Americans 
and  Diabetes 

•  Distribute  information  on  Diabetes  (prevention  and  treatment) 

•  Identify  Diabetes  Educator  to  speak  on  diabetes  self  care  and  how  complicates  of  the 
disease  can  be  avoided. 

•  Encourage  members  that  smoke  to  quit  for  at  least  one  day  (1 1/1 5) 

•  Distribute  tips  on  smoking  cessation 

For  more  Information: 

National  Diabetes  Information  Clearinghouse 

301-654-3327 

Website-http:/ / wwwjiiddk.nih.gov/health/ diabet  es/ndic  Jbtm 

American  Diabetes  Association 

800-232-3472 

http:/ /www.diabetes.org/africanamerican/ 

American  Cancer  Society 

800-227-23345 
www.cancer.org 
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Frequently  Asked  Questions 

It  is  very  important  for  people  who  think  they  might  have 
diabetes  to  visit  a  personal  health  care  practitioner.  The  following 
simplified  questions  and  answers  can't  take  the  place  of  a 
personal  consultation. 

National  Diabetes  Fact  Sheet 

National  Diabetes  Fact  Sheet:  National  Estimates  and  General 
Information  on  Diabetes  in  the  United  States.  2002 

Frequently  Asked  Questions 

•  What  is  diabetes? 

•  What  are  the  symptoms  of  diabetes? 

•  W hat  are  the  types  a nd  risk  factors  of  diabetes? 

•  What  is  the  treatment  for  diabetes? 

•  What  causes  type  1  diabetes? 

•  Can  diabetes  be  prevented? 

•  Is  there  a  cure  for  diabetes? 

•  What  are  some  other  sources  for  information  on  diabetes? 


t  What  is  diabetes? 

Most  of  the  food  we  eat  is  turned  into  glucose,  or  sugar,  for  our 
bodies  to  use  for  energy.  The  pancreas,  an  organ  that  lies  near 
the  stomach,  makes  a  hormone  called  insulin  to  help  glucose  get 
into  the  cells  of  our  bodies.  When  you  have  diabetes,  your  body 
either  doesn't  make  enough  insulin  or  can't  use  its  own  insulin  as 
well  as  it  should.  This  causes  sugars  to  build  up  in  your  blood. 

Diabetes  can  cause  serious  health  complications  including  heart 
disease,  blindness,  kidney  failure,  and  lower-extremity 
amputations.  Diabetes  is  the  seventh  leading  cause  of  death  in 
the  United  States. 

\  What  are  the  symptoms  of  diabetes? 

People  who  think  they  might  have  diabetes  must  visit  a  physician 
for  diagnosis.  They  might  have  SOME  or  NONE  of  the  following 
symptoms: 

•  Frequent  urination 

•  Excessive  thirst 
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•  Unexplained  weight  loss 

•  Extreme  hunger 

•  Sudden  vision  changes 

•  Tingling  or  numbness  in  hands  or  feet 

•  Feeling  very  tired  much  of  the  time 

•  Very  dry  skin 

•  Sores  that  are  slow  to  heal 

•  More  infections  than  usual. 

Nausea,  vomiting,  or  stomach  pains  may  accompany  some  of 
these  symptoms  in  the  abrupt  onset  of  insulin-dependent 
diabetes,  now  called  type  1  diabetes. 

t  What  are  the  types  and  risk  factors  of  diabetes? 

The  following  types  of  diabetes  and  some  of  their  risk  factors  are 
quoted  from  the  National  Diabetes  Fact  Sheet:  National 
estimates  and  general  information  on  diabetes  in  the  United 
States  (Centers  for  Disease  Control  and  Prevention.  Atlanta,  GA: 
US  Department  of  Hea|th  and  Human  Services,  1997): 

Type  1  diabetes  was  previously  called  insulin-dependent 
diabetes  mellitus  (IDDM)  or  juvenile-onset  diabetes.  Type  1 
diabetes  may  account  for  5%  to  10%  of  all  diagnosed  cases  of 
diabetes.  Risk  factors  are  less  well  defined  for  type  1  diabetes 
than  for  type  2  diabetes,  but  autoimmune,  genetic,  and 
environmental  factors  are  involved  in  the  development  of  this 
type  of  diabetes. 

Type  2  diabetes  was  previously  called  non-insulin-dependent 
diabetes  mellitus  (NIDDM)  or  adult-onset  diabetes.  Type  2 
diabetes  may  account  for  about  90%  to  95%  of  all  diagnosed 
cases  of  diabetes.  Risk  factors  for  type  2  diabetes  include  older 
age,  obesity,  family  history  of  diabetes,  prior  history  of 
gestational  diabetes,  impaired  glucose  tolerance,  physical 
inactivity,  and  race/ethnicity.  African  Americans,  Hispanic/Latino 
Americans,  American  Indians,  and  some  Asian  Americans  and 
Pacific  Islanders  are  at  particularly  high  risk  for  type  2  diabetes. 

Gestational  diabetes  develops  in  2%  to  5%  of  all  pregnancies 
but  usually  disappears  when  a  pregnancy  is  over.  Gestational 
diabetes  occurs  more  frequently  in  African  Americans, 
Hispanic/Latino  Americans,  American  Indians,  and  people  with  a 
family  history  of  diabetes  than  in  other  groups.  Obesity  is  also 
associated  with  higher  risk.  Women  who  have  had  gestational 
diabetes  are  at  increased  risk  for  later  developing  type  2 
diabetes.  In  some  studies,  nearly  40%  of  women  with  a  history 
of  gestational  diabetes  developed  diabetes  in  the  future. 

Other  specific  types  of  diabetes  result  from  specific  genetic 
syndromes,  surgery,  drugs,  malnutrition,  infections,  and  other 
illnesses.  Such  types  of  diabetes  may  account  for  1%  to  2%  of  all 
diagnosed  cases  of  diabetes. 
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-f  What  is  the  treatment  for  diabetes? 

Management  strategies  should  be  planned  along  with  a  qualified 
health  care  team. 

The  following  information  on  treatments  for  diabetes  is  from  the 
National  Diabetes  Fact  Sheet:  National  estimates  and  general 
information  on  diabetes  in  the  United  States  (Centers  for  Disease 
Control  and  Prevention.  Atlanta,  GA:  US  Department  of  Health 
and  Human  Services,  1997): 

Diabetes  knowledge,  treatment,  and  prevention  strategies 
advance  daily.  Treatment  is  aimed  at  keeping  blood  glucose  near 
normal  levels  at  all  times.  Training  in  self-management  is 
integral  to  the  treatment  of  diabetes.  Treatment  must  be 
individualized  and  must  address  medical,  psychosocial,  and 
lifestyle  issues. 

Treatment  of  type  1  diabetes:  Lack  of  insulin  production  by 
the  pancreas  makes  type  1  diabetes  particularly  difficult  to 
control.  Treatment  requires  a  strict  regimen  that  typically 
includes  a  carefully  calculated  diet,  planned  physical  activity, 
home  blood  glucose  testing  several  times  a  day,  and  multiple 
daily  insulin  injections. 

Treatment  of  type  2  diabetes:  Treatment  typically  includes 
diet  control,  exercise,  home  blood  glucose  testing,  and  in  some 
cases,  oral  medication  and/or  insulin.  Approximately  40%  of 
people  with  type  2  diabetes  require  insulin  injections. 

t  What  causes  type  1  diabetes? 

The  causes  of  type  1  diabetes  appear  to  be  much  different  than 
those  for  type  2  diabetes,  though  the  exact  mechanisms  for 
development  of  both  diseases  are  unknown.  The  appearance  of 
type  1  diabetes  is  suspected  to  follow  exposure  to  an 
"environmental  trigger,"  such  as  an  unidentified  virus, 
stimulating  an  immune  attack  against  the  beta  cells  of  the 
pancreas  (that  produce  insulin)  in  some  genetically  predisposed 
people. 

♦  Can  diabetes  be  prevented? 

A  number  of  studies  have  shown  that  regular  physical  activity 
can  significantly  reduce  the  risk  of  developing  type  2  diabetes.  It 
also  appears  to  be  associated  with  obesity.  Researchers  are 
making  progress  in  identifying  the  exact  genetics  and  "triggers" 
that  predispose  some  individuals  to  develop  type  1  diabetes,  but 
prevention,  as  well  as  a  cure,  remains  elusive. 

it  Is  there  a  cure  for  diabetes? 

In  response  to  the  growing  health  burden  of  diabetes  mellitus 
(diabetes),  the  diabetes  community  has  three  choices:  prevent 
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diabetes;  cure  diabetes;  and  take  better  care  of  people  with 
diabetes  to  prevent  devastating  complications.  All  three 
approaches  are  actively  being  pursued  by  the  US  Department  of 
Health  and  Human  Services. 

Both  the  National  Institutes  of  Health  (NIH)  and  the  Centers  for 
Disease  Control  and  Prevention  (CDC)  are  involved  in  prevention 
activities.  The  NIH  is  involved  in  research  to  cure  both  type  1  and 
type  2  diabetes,  especially  type  1.  CDC  focuses  most  of  its 
programs  on  being  sure  that  the  proven  science  is  put  into  daily 
practice  for  people  with  diabetes.  The  basic  idea  is  that  if  all  the 
important  research  and  science  are  not  made  meaningful  in  the 
daily  lives  of  people  with  diabetes,  then  the  research  is,  in 
essence,  wasted. 

Several  approaches  to  "cure"  diabetes  are  being  pursued: 

•  Pancreas  transplantation 

•  Islet  cell  transplantation  (islet  cells  produce  insulin) 

•  Artificial  pancreas  development 

•  Genetic  manipulation  (fat  or  muscle  cells  that  don't 
normally  make  insulin  have  a  human  insulin  gene  inserted 
—  then  these  "pseudo"  islet  cells  are  transplanted  into 
people  with  type  1  diabetes). 

Each  of  these  approaches  still  has  a  lot  of  challenges,  such  as 
preventing  immune  rejection;  finding  an  adequate  number  of 
insulin  cells;  keeping  cells  alive;  and  others.  But  progress  is 
being  made  in  all  areas. 

■f  What  are  some  other  sources  for  information  on 
diabetes? 

The  following  organizations  may  help  in  your  search  for  more 
information  on  diabetes: 

Federal  Government  Organizations 

Department  of  Veterans  Affairs 

Internet  http://www.va.qov/diabetes/ 

Health  Resources  and  Services  Administration 

Internet  http://www.hrsa.dhhs.aov/ 

Indian  Health  Service 

Diabetes  Program 

5300  Homestead  Road  NE,  Albuquerque,  NM  87110 

505/248-4182 

Internet 

http://www.ihs.gov/MedicalPrograms/Diabetes/index.asp 

National  Diabetes  Education  Program 

Internet  httD.7/www.cdc.Qov/diabetes/proiects/ndeDs.htm 
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The  NDEP  is  a  nationwide  initiative  of  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  and  the  National  Institutes  of 
Health  (NIH).  It  is  an  inclusive,  partnership-based  program 
involving  many  diverse  public  and  private  sector  partner 
organizations.  The  goal  of  the  program  is  to  reduce  the  morbidity 
and  mortality  of  diabetes  and  its  complications. 

For  more  information  on  NDEP,  call  toll  free  1-800-438-5383. 

National  Institute  of  Diabetes  and  Digestive  and  Kidney 
Diseases 

1  Information  Way,  Bethesda,  MD  20892-3560 
800/GET  LEVEL  (800/438-5383)  or  301/654-3327 
Internet  http://www.niddk.nih.gov 

National  Eye  Institute  (NEI) 

Bldg.  31,  Room  6A32 

31  Center  Drive,  MSC  2510 

Bethesda,  MD  20892-2510 

301/496-5248  or  800/869-2020  (to  order  materials) 

301/402-1065  (fax) 

Internet  http://www.nei.nih.gov 

Educating  People  with  Diabetes  Kit 
(Sponsored  by  the  National  Eye  Institute) 

2020  Vision  Place,  Bethesda,  MD  20892 

Internet  http://www.nei.nih.gov/nehep/diabkit.htm 

Office  of  Minority  Health  Resource  Center 

US  Department  of  Health  and  Human  Services 
P.O.  Box  37337,  Washington,  DC  20013-7337 
800/444- MHRC  (444-6472) 
Internet  http://www.omhrc.gov/ 

Non-Federal  Government  Organizations 

Links  to  non-Federal  organizations  found  at  this  site  are  provided  solely  as  a 
service  to  our  users.  These  links  do  not  constitute  an  endorsement  of  these 
organizations  or  their  programs  by  CDC  or  the  Federal  Government,  and  none 
should  be  inferred.  The  CDC  is  not  responsible  for  the  content  of  the  individual 
organization  Web  pages  found  at  these  links. 

American  Association  of  Diabetes  Educators 

100  West  Monroe,  4th  Floor,  Chicago,  IL  60603-1901 
800/338-3633  for  names  of  diabetes  educators 
312/424-2426  to  order  publications 
Internet  http://www.aadenet.org 

American  Diabetes  Association 

1660  Duke  Street,  Alexandria  VA  22314 

800/232-3472  or  703/549-1500 

800/ADA-ORDER  to  order  publications  toll  free 

ADA's  D.I.A.L.  Program  (Diabetes  Information  and  Action  Line) 

800/342-2383  or  800/DIABETES  for  diabetes  information 

Internet  http : //www. diabetes. org 
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American  Dietetic  Association 

National  Center  for  Nutrition  and  Dietetics 

216  West  Jackson  Boulevard,  Suite  800,  Chicago,  IL  60606-6995 

800-366-1655  Consumer  Nutrition  Hotline  (Spanish  speaker 

available) 

800-745-0775 

Internet  http://www.eatriqht.org/ 

American  Heart  Association  National  Center 

7272  Greenville  Avenue,  Dallas,  TX  75231 
214/373-6300 

Internet  http://www.americanheart.org/ 

American  Optometric  Association 

1505  Prince  Street,  Alexandria,  VA  22314 
800/262-3947  or  703/739-9200 
Internet  http://www.aoanet.org/ 

International  Diabetic  Athletes  Association 

1647-B  West  Bethany  Home  Road,  Phoenix,  AZ  85015 

800/898-IDAA  or  602/433-2113 

602/433-9331  (fax) 

idaa(5)getnet.com  (e-mail) 

Internet 

http://www.diabetesnet.com/diabetes  resources/idaa.html 

Juvenile  Diabetes  Foundation  International 

The  Diabetes  Research  Foundation 

120  Wall  Street,  19th  Floor,  New  York,  NY  10005-4001 

800/JDF-CURE  or  800/223-1138 

212/785-9595  (fax) 

Internet  http://www.idf.org 

Medical  Eye  Care  for  the  Nation's  Disadvantaged  Senior 
Citizens 

The  Foundation  of  the  American  Academy  of  Ophthalmology 
P.O.  Box  429098,  San  Francisco,  CA  94142-9098 
800/222-EYES  (222-3937) 

National  Diabetes  Information  Clearinghouse 

1  Information  Way,  Bethesda  MD  20892-3560 
301/654-3327  (phone);  301/907-8906  (fax) 
ndic(5>aerie.com  (e-mail) 

Internet  http://www.niddk.nih.gov/health/diabetes/ndic.htm 
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National  Estimates  on  Diabetes 


t  Methods 


The  data  in  this  fact  sheet  were  derived 
from  various  surveys  of  the  Centers  for 
Disease  Control  and  Prevention  (CDC)— 
the  National  Health  Interview  Survey 
(NHIS),  the  Third  National  Health  and 
Nutrition  Examination  Survey  (NHANES 
III),  the  National  Hospital  Discharge 
Survey,  and  surveys  conducted  through 
the  Behavioral  Risk  Factor  Surveillance 
System.  Other  data  sources  include  CDC's  National  Vital 
Statistics  System,  the  outpatient  database  of  the  Indian  Health 
Service  (IHS),  the  U.S.  Renal  Data  System  of  the  National 
Institutes  of  Health  (NIH),  and  published  studies.  Many  of  the 
estimates  were  calculated  from  these  data  sources  by  CDC  and 
NIH  staffs. 
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Estimates  of  the  total  number  of  people  with  diabetes  and  the 
prevalence  of  diabetes  (both  diagnosed  and  undiagnosed)  per 
100  population  are  model-based  estimates  calculated  from  NHIS 
data,  NHANES  III  data,  and  census  data.  Age-race-sex-specific 
diabetes  prevalence  estimates  from  the  NHIS  and  the  outpatient 
database  of  the  IHS  were  applied  to  2000  census  estimates  to 
calculate  the  number  of  diagnosed  cases  of  diabetes.  The  total 
number  of  persons  with  diabetes  and  the  number  with 
undiagnosed  diabetes  were  calculated  using  the  ratio  of 
undiagnosed  to  total  cases  of  35%  and  the  number  of  persons 
with  diagnosed  diabetes.  It  was  assumed  there  were  no 
undiagnosed  cases  under  20  years  of  age  because  most  of  these 
cases  are  type  1  diabetes  for  which  the  undiagnosed  period  is 
likely  to  be  short.  Prevalence  was  calculated  based  on  the  total 
number  of  people  with  diabetes  (both  diagnosed  and 
undiagnosed). 

We  acknowledge  that  the  summary  estimates  reported  in  this 
fact  sheet  have  some  variability  due  to  the  limits  of  the 
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measurements  and  the  estimation  procedures.  However,  it  is  the 
consensus  opinion  of  the  participating  organizations  that  they  are 
the  best  current  estimates  of  the  burden  of  diabetes.  More  detail 
on  the  data  sources,  references,  and  methods  are  available  on 
request. 


t  Prevalence  of  diabetes 

Total:  17.0  million  people  —  6.2%  of  the  population  —  have 
diabetes. 

Diagnosed:  11.1  million  people 
Undiagnosed:  5.9  million  people 


t  Prevalence  of  diabetes  among  people  under  20  years  of 
age 

About  151,000  people  less  than  20  years  of  age  have  diabetes. 
This  represents  0.19%  of  all  people  in  this  age  group. 

Approximately  one  in  every  400-500  children  and  adolescents 
has  type  1  diabetes. 

Clinic-based  reports  and  regional  studies  indicate  that  type  2 
diabetes  is  becoming  more  common  among  American  Indian, 
African  American,  and  Hispanic/Latino  children  and  adolescents. 


*  Prevalence  of  diabetes  among  people  aged  20  years  or 
older 

Age  20  years  or  older:  16.9  million.  8.6%  of  all  people  in  this 
age  group  have  diabetes. 

Age  65  years  or  older:  7.0  million.  20.1%  of  all  people  in  this 
age  group  have  diabetes. 

Men:  7.8  million.  8.3%  of  all  men  have  diabetes. 
Women:  9.1  million.  8.9%  of  all  women  have  diabetes. 


Prevalence  of  diabetes  in  people  aged  20 
years  or  older,  by  age  group  — 
United  States,  2000 
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Survey  and  1988-1994  National  Health  and 
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to  year  2000 


Detailed  information  about  this  graph  is  available. 


t  Prevalence  of  diabetes  by  race/ethnicity  among  people 
aged  20  years  or  older 

Non-Hispanic  whites:  11.4  million.  7.8%  of  all  non-Hispanic 
whites  have  diabetes. 

Non-Hispanic  blacks:  2.8  million.  13.0%  of  all  non-Hispanic 
blacks  have  diabetes.  On  average,  non-Hispanic  blacks  are  2.0 
times  more  likely  to  have  diabetes  than  non-Hispanic  whites  of 
similar  age. 

Hispanic/ Latino  Americans:  2.0  million.  10.2%  of  all 
Hispanic/Latino  Americans  have  diabetes.  On  average, 
Hispanic/Latino  Americans  are  1.9  times  more  likely  to  have 
diabetes  than  non-Hispanic  whites  of  similar  age.  Mexican 
Americans,  the  largest  Hispanic/Latino  subgroup,  are  2.0  times 
more  likely  to  have  diabetes  than  non-Hispanic  whites  of  similar 
age.  Similarly,  residents  of  Puerto  Rico  are  2.0  times  more  likely 
to  have  diagnosed  diabetes  than  U.S.  non-Hispanic  whites. 
Sufficient  data  are  not  available  to  derive  more  specific  current 
estimates  for  other  Hispanic/Latino  groups. 

American  Indians  and  Alaska  Natives  who  receive  care 
from  the  Indian  Health  Service  (IHS):  105,000.  15.1%  of 
American  Indians  and  Alaska  Natives  receiving  care  from  IHS 
have  diabetes.  At  the  regional  level,  diabetes  is  least  common 
among  Alaska  Natives  (5.3%)  and  most  common  among 
American  Indians  in  the  southeastern  United  States  (25.7%)  and 
in  certain  tribes  from  the  Southwest.  On  average,  American 
Indians  and  Alaska  Natives  are  2.6  times  more  likely  to  have 
diabetes  than  non-Hispanic  whites  of  similar  age. 

Asian  Americans  and  Native  Hawaiian  or  other  Pacific 
Islanders:  Prevalence  data  for  diabetes  among  Asian  Americans 
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and  Native  Hawaiians  or  other  Pacific  Islanders  are  limited.  Some 
groups  within  these  populations  are  at  increased  risk  for 
diabetes.  For  example,  data  collected  from  1996  to  2000  suggest 
that  Natjve  Hawaiians  are  2.5  times  more  likely  to  have 
diagnosed  diabetes  than  white  residents  of  Hawaii  of  similar  age. 


Age-adjusted  prevalence  of  diabetes  in  people  aged 
20  years  or  older,  by  race/ethnicity  —  United  States, 

2000 
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Source:  1997-1999  National  Health  Interview  Survey  and  1988- 
1994  National  Health  and  Nutrition  Examination  Survey  estimates 
projected  to  year  2000.  1998  outpatient  database  of  the  Indian 
Health  Service. 

Detailed  information  about  this  graph  is  available. 


t  Incidence  of  diabetes 

New  cases  diagnosed  per  year:  1.0  million  people  aged  20 
years  or  older. 


Number  of  new  cases  of  diagnosed 
diabetes  in  people  aged  20  years  or 
older,  by  age  group  —  United  States, 
2000 
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t  Deaths  among  people  with  diabetes 

•  In  1999,  approximately  450,000  deaths  occurred  among 
people  with  diabetes  aged  25  years  and  older.  This  figure 
represents  about  19%  of  all  deaths  in  the  United  States  in 
people  aged  25  years  and  older. 

•  Overall,  the  risk  for  death  among  people  with  diabetes  is 
about  2  times  that  of  people  without  diabetes.  However, 
the  increased  risk  associated  with  diabetes  is  greater  for 
younger  people  (that  is,  3.6  times  for  people  aged  25-44 
years  versus  1.5  for  those  aged  65-74  years)  and  women 
(that  is,  2.7  times  for  women  aged  45-64  years  versus  2.0 
for  men  in  that  age  group). 

•  Diabetes  was  the  sixth  leading  cause  of  death  listed  on 
U.S.  death  certificates  in  1999.  This  is  based  on  the  68,399 
death  certificates  in  which  diabetes  was  listed  as  the 
underlying  cause  of  death.  Diabetes  was  listed  as  a 
contributing  cause  of  death  on  an  additional  141,265  death 
certificates.  However,  many  decedents  with  diabetes  do  not 
have  the  disease  entered  on  their  death  certificate;  only 
about  35%  to  40%  have  it  listed  anywhere  on  the 
certificate  and  only  about  10%  to  15%  have  it  listed  as  the 
underlying  cause  of  death. 


t  Complications  of  diabetes 

Heart  disease 

•  Heart  disease  is  the  leading  cause  of  diabetes-related 
deaths.  Adults  with  diabetes  have  heart  disease  death  rates 
about  2  to  4  times  higher  than  adults  without  diabetes. 

Stroke 
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•  The  risk  for  stroke  is  2  to  4  times  higher  among  people 
with  diabetes. 

High  blood  pressure 

•  About  73%  of  adults  with  diabetes  have  blood  pressure 
greater  than  or  equal  to  130/80  mm  Hg  or  use  prescription 
medications  for  hypertension. 

Blindness 

•  Diabetes  is  the  leading  cause  of  new  cases  of  blindness 
among  adults  aged  20-74  years  old. 

•  Diabetic  retinopathy  causes  from  12,000  to  24,000  new 
cases  of  blindness  each  year. 

Kidney  disease 

•  Diabetes  is  the  leading  cause  of  treated  end-stage  renal 
disease,  accounting  for  43%  of  new  cases. 

•  In  1999,  38,160  people  with  diabetes  began  treatment  for 
end-stage  renal  disease. 

•  In  1999,  a  total  of  114,478  people  with  diabetes  underwent 
dialysis  or  kidney  transplantation. 

Nervous  system  disease 

•  About  60%  to  70%  of  people  with  diabetes  have  mild  to 
severe  forms  of  nervous  system  damage.  The  results  of 
such  damage  include  impaired  sensation  or  pain  in  the  feet 
or  hands,  slowed  digestion  of  food  in  the  stomach,  carpal 
tunnel  syndrome,  and  other  nerve  problems. 

•  Severe  forms  of  diabetic  nerve  disease  are  a  major 
contributing  cause  of  lower-extremity  amputations. 

Amputations 

•  More  than  60%  of  nontraumatic  lower-limb  amputations  in 
the  United  States  occur  among  people  with  diabetes. 

•  From  1997  to  1999,  about  82,000  nontraumatic  lower-limb 
amputations  were  performed  each  year  among  people  with 
diabetes. 

Dental  disease 

•  Periodontal  or  gum  diseases  are  more  common  among 
people  with  diabetes  than  among  people  without  diabetes. 
Among  young  adults,  those  with  diabetes  are  often  at  twice 
the  risk  of  those  without  diabetes. 

•  Almost  one  third  of  people  with  diabetes  have  severe 
periodontal  diseases  with  loss  of  attachment  of  the  gums  to 
the  teeth  measuring  5  millimeters  or  more. 

Complications  of  pregnancy 
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•  Poorly  controlled  diabetes  before  conception  and  during  the 
first  trimester  of  pregnancy  can  cause  major  birth  defects 
in  5%  to  10%  of  pregnancies  and  spontaneous  abortions  in 
15%  to  20%  of  pregnancies. 

•  Poorly  controlled  diabetes  during  the  second  and  third 
trimesters  of  pregnancy  can  result  in  excessively  large 
babies,  posing  a  risk  to  the  mother  and  the  child. 

Other  complications 

•  Uncontrolled  diabetes  often  leads  to  biochemical 
imbalances  that  can  cause  acute  life-threatening  events, 
such  as  diabetic  ketoacidosis  and  hyperosmolar 
(nonketotic)  coma. 

•  People  with  diabetes  are  more  susceptible  to  many  other 
illnesses  and,  once  they  acquire  these  illnesses,  often  have 
worse  prognoses  than  people  without  diabetes.  For 
example,  they  are  more  likely  to  die  with  pneumonia  or 
influenza  than  people  who  do  not  have  diabetes. 


*  Cost  of  diabetes  in  the  United  States 
Total  (direct  and  indirect):  $98  billion 
Direct  medical  costs:  $44  billion 

Indirect  costs:  $54  billion  (disability,  work  loss,  premature 
mortality) 

These  data  are  based  on  an  American  Diabetes  Association  study 
and  are  1997  estimates  of  both  the  direct  costs  (cost  of  medical 
care  and  services)  and  indirect  costs  (cost  of  short-term  and 
permanent  disability,  and  premature  death)  attributable  to 
diabetes  itself.  This  study  is  a  cost-of-disease  study  and 
estimates  of  the  health  care  costs  that  are  due  specifically  to 
diabetes. 
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Press  Release 


Twin  Epidemics  of  Diabetes  and  Obesity  Continue  to  Threaten  the 
Health  of  Americans  CDC  Says 

The  decade  of  the  90's  witnessed  dramatic  increases  in  diabetes  and 
obesity  in  the  United  States,  and  at  the  same  time,  Americans  showed  little 
improvement  in  eating  habits  or  increasing  their  physical  activity,  the 
Centers  for  Disease  Control  and  Prevention  (CDC)  reported  today. 


In  a  study  published  in  this  week's  Journal  of  the  American  Medical 
Association  (JAMA),  CDC  found  a  61  percent  increase  in  the  number  of 
Americans  who  are  obese  from  1991  to  2000  (12.0  percent  to  19.8 
percent),  and  a  49  percent  increase  in  the  number  of  Americans  who  have 
diabetes  from  1 990  to  2000  (4.9  percent  to  7.3  percent).  Especially 
dramatic  are  the  one-year  increases  CDC  observed  for  both  obesity  and 
diabetes.  Between  1999  and  2000,  diabetes  increased  from  6.9  percent  to 
7.3  percent  and  obesity  jumped  from  18.9  percent  to  19.8  percent. 
Furthermore,  27.3  percent  of  Americans  did  not  engage  in  any  physical 
activity  during  the  1990s  and  only  about  a  quarter  of  Americans  consumed 
the  recommended  five  or  more  servings  of  fruits  and  vegetables  a  day. 


"The  epidemics  of  diabetes  and  obesity  are  clearly  escalating  in  the  United 
States,"  said  said  CDC  Director  Dr.  Jeffrey  P.  Koplan.  "If  we  continue  on 
this  course  for  the  next  decade,  the  public  health  implications  in  terms  of 
both  disease  and  health  care  costs  will  be  staggering." 

Currently,  about  9.4  percent  of  the  national  health  care  expenditures  in  the 
United  States  are  directly  related  to  obesity  and  physical  inactivity.  In  1997, 
the  health  care  costs  associated  with  diabetes  were  an  estimated  $98 
billion.  "We  must  intensify  our  efforts  to  prevent  and  treat  these 
epidemics,"  Koplan  said. 


According  to  the  study,  the  increases  in  both  diabetes  and  obesity  were 
observed  in  all  demographic  and  geographic  segments  of  the  population. 
Mississippi  was  found  to  have  the  highest  rates  of  both  obesity  (24.3 
percent)  and  diagnosed  diabetes  (8.8  percent)  while  Colorado  had  the 
lowest  rate  of  obesity  (13.8  percent)  and  Alaska  had  the  lowest  rate  for 
diabetes  (4.4  percent).  Blacks  had  the  highest  rates  of  both  obesity  (29.3 
percent)  and  diabetes  (11.1  percent)  among  all  races  and  ethnic  groups, 
and  individuals  with  less  than  a  high  school  education  had  higher  rates  of 
both  obesity  (25.1  percent)  and  diabetes  (13.1  percent)  than  those  with 
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high  school  education. 

"These  recent,  national  increases  have  more  to  do  with  lifestyle  than  with 
the  genetic  make-up,"  said  Dr.  Frank  Vinicor,  director  of  CDC's  diabetes 
program.  "We  are  encouraged  by  new  studies  that  show  healthy  eating 
and  regular  physical  activity  can  actually  prevent  or  delay  the  onset  of  type 
2  diabetes  even  in  high-risk  individuals.  Promoting  healthy  lifestyles  should 
be  a  national  priority,  beginning  in  our  schools  and  carrying  over  into  our 
work  places,  communities,  and  especially  into  our  health  care  system." 

This  report  indicates  that  individuals  who  receive  advice  on  losing  weight 
from  a  health  care  professional  are  more  likely  to  try  to  lose  weight 
compared  to  those  who  do  not  receive  advice.  Only  about  43.1  percent  of 
participants  who  were  considered  to  be  obese  received  advice  from  a 
health  professional  about  losing  weight;  15.8  percent  of  overweight 
participants  received  such  advice.  Obesity  and  overweight  are  determined 
by  body  mass  index  (BMI)  (weight  in  kilograms  divided  by  height  in  meters 
squared).  Participants  were  considered  obese  if  their  BMI  was  30  or 
greater  and  overweight  if  their  BMI  was  25  or  greater.  A  5-foot  4-inch 
»  person  with  a  BMI  of  30  or  greater  is  30  or  more  pounds  overweight. 

The  data  in  the  report  were  taken  from  Behavioral  Risk  Factor  Surveillance 
System  (BRFSS),  a  state-base  survey  that  collects  information  from  adults 
aged  18  years  and  older.  For  this  survey,  participants  were  asked  if  they 
had  ever  been  told  by  a  doctor  that  they  had  diabetes  or  been  given  advice 
by  a  health  professional  about  weight.  They  were  also  asked  to  report  on 
their  diet,  leisure-time  physical  activities,  and  weight  loss  activities.  Only 
17.5  percent  were  following  the  recommended  guidelines  of  at  least  30 
minutes  of  moderate  physical  activity  most  days  of  the  week  and  a  lower 
caloric  intake. 

"Our  findings  were  striking,"  said  Ali  Mokdad,  PhD,  a  CDC  epidemiologist 
and  lead  author  of  the  JAMA  article.  "Both  obesity  and  diabetes  are 
preventable  and  yet  more  than  60  percent  of  Americans  are  overweight  or 
obese,  and  about  15  million  Americans  aged  18  years  or  older  had 
diagnosed  diabetes  in  2000,"  Mokdad  said. 

Approximately  800,000  new  cases  of  diabetes  are  diagnosed  each  year, 
and  most  people  with  diabetes  (90  percent  to  95  percent)  have  "type  2." 
Older  age,  physical  inactivity,  obesity,  and  family  history  are  the  main  risk 
factors  for  type  2  diabetes.  Type  1  diabetes,  previously  called  juvenile- 
onset,  represents  about  5  percent  to  10  percent  of  diabetes  cases  and  is 
■  not  associated  with  lifestyle. 

For  more  information  about  diabetes  and  obesity,  please  visit  the  following 
CDC  web  sites:  http://www.cdc.gov/diabetes  and 

http://www.cdc.gov/nccdphp/dnpa  or  call  toll  free  877-CDC-DIAB  (877-232- 
3422)  and  888-CDC-4NRG  (888-232-4674). 

II  ii  ii 
tf  ti  ft 

CDC  protects  people's  health  and  safety  by  preventing  and  controlling 
diseases  and  injuries;  enhances  health  decisions  by  providing  credible 
information  on  critical  health  issues;  and  promotes  healthy  living  through 
strong  partnerships  with  local,  national,  and  international  organizations. 
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Today,  diabetes  mellitus  is  one  of  the  most  serious  health 
challenges  facing  the  United  States.  The  following  statistics 
illustrate  the  magnitude  of  this  disease  among  African  Americans. 

•  In  1998,  of  35  million  African. Americans,  about  1.5  million 
have  been  diagnosed  with  diabetes.  This  is  almost  4  times 
the  number  known  to  have  diabetes. in  1968. 

•  About  730,000  African  Americans  have  diabetes  but  do  not 
know  they  have  the  disease.  Identifying  these  undiagnosed 
cases  and  providing  clinical  care  for  their  diabetes  is  a  major 
challenge  for  the  health  care  community. 

•  ,For  every  six  white  Americans  who  have  diabetes,  10 
African  Americans  have  diabetes. 

•  Diabetes  is  particularly  common  among  middle-aged  and 
older  adults  and  among  African  American  women.  Among 
African  Americans  age  50  years  or  older,  1 9  percent  of  men 
and  28  percent  of  women  have  diabetes. 

•  African  Americans  with  diabetes  are  more  likely  to  develop 
diabetes  complications  and  experience  greater  disability 
from  the  complications  than  white  Americans  with  diabetes. 


Death  rates  for  people  with  diabetes  are  27  percent  higher 
for  blacks  compared  with  whites. 


What  is  Diabetes?  Diabetes  mellitus  is  a  group  of  diseases  characterized  by  high 

levels  of  blood  glucose.  It  results  from  defects  in  insulin  secretion, 
insulin  action,  or  both.  Diabetes  can  be  associated  with  serious 
complications  and  premature  death,  but  people  with  diabetes  can 
take  measures  to  reduce  the  likelihood  of  such  occurrences. 


Most  African  Americans  (about  90  percent  to  95  percent)  with 
diabetes  have  type  2  diabetes.  This  type  of  diabetes  usually 
develops  in  adults  and  is  caused  by  the  body's  resistance  to  the 
action  of  insulin  and  to  impaired  insulin  secretion.  It  can  be  treated 
with  diet,  exercise,  diabetes  pills,  and  injected  insulin.  A  small 
number  of  African  Americans  (about  5  percent  to  10  percent)  have 
type  1  diabetes,  which  usually  develops  before  age  20  and  is 
always  treated  with  insulin. 

Diabetes  can  be  diagnosed  by  three  methods: 

•  A  fasting  plasma  glucose  test  and  a  value  of  126 
milligrams/deciliter  (mg/dL)  or  greater. 

•  A  nonfasting  plasma  glucose  value  of 200  mg/dL  or  greater 
in  people  with  symptoms  of  diabetes. 

•  An  abnormal  oral  glucose  tolerance  test,  with  a  2-hour 
glucose  value  of 200  mg/dL  or  greater. 

Each  test  must  be  confirmed,  on  another  day,  by  any  one  of  the 
above  methods.  The  criteria  used  to  diagnose  diabetes  were 
revised  in  1997 J. 
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Figure  1.  -  Prevalence  of  diagnosed  and  undiagnosed  diabetes  in  African 
Americans,  U.S.,  1 988-94. 
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Note:  Diabetes  includes  both  previously  diagnosed  diabetes  and  undiagnosed 
diabetes  (fasting  plasma  glucose  greater  than  J 26  mg/dL). 
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Figure  1  shows  the  prevalence  for  African  American  men  and 
women  based  on  the  most  recent  national  study,  the  NHANES  III 
survey  conducted  in  1 988-94 i  The  proportion  of  the  African 
American  population  that  has  diabetes  rises  from  less  than  1 
percent  for  those  aged  younger  than  20  years  to  as  high  as  32 
percent  for  women  age  65-74  years.  In  every  age  group, 
prevalence  is  higher  for  women  than  men:  overall,  among  those 
age  20  years  or  older,  the  rate  is  1 1 .8  percent  for  women  and  8.5 
percent  for  men. 

About  one-third  of  total  diabetes  cases  are  undiagnosed  among 
African  Americans.  This  is  similar  to  the  proportion  for  other 
racial/ethnic  groups  in  the  United  Statesi 

National  health  surveys  during  the  past  35  years  show  that  the 
percentage  of  the  African  American  population  that  has  been 
diagnosed  with  diabetes  is  increasing  dramatically  i  The  surveys  in 
1976-80  and  in  1988-94  measured  fasting  plasma  glucose  and  thus 
allowed  an  assessment  of  the  prevalence  of  undiagnosed  diabetes 
as  well  as  of  previously  diagnosed  diabetes.  In  1976-80,  total 
diabetes  prevalence  in  African  Americans  age  40-74  years  was  8.9 
percent;  in  1988-94,  total  prevalence  had  increased  to  18.2 
percent-a  doubling  of  the  rate  in  just  12  years^ 

Prevalence  in  African  Americans  is  much  higher  than  in  white 
Americans.  Among  those  age  40-74  years  in  the  1988-94  survey, 
the  rate  was  1 1 .2  percent  for  whites,  but  was  1 8.2  percent  for 
blacks— diabetes  prevalence  in  blacks  is  1 .6  times  the  prevalence  in 
whites  i 


How  Many 
African 

Americans  Have 
Diabetes? 


What  Risk 
Factors  Increase 
the  Chance  of 
Developing  Type 
2  Diabetes? 


The  frequency  of  diabetes  in  African  American  adults  is 
influenced  by  the  same  risk  factors  that  are  associated  with  type  2 
diabetes  in  other  populations.  Two  categories  of  risk  factors 
increase  the  chance  of  developing  type  2  diabetes.  The  first  is 
genetics.  The  second  is  medical  and  lifestyle  risk  factors,  including 
impaired  glucose  tolerance,  gestational  diabetes,  hyperinsulinemia 
and  insulin  resistance,  obesity,  and  physical  inactivity. 


Genetic  Risk  Factors 

The  common  finding  that  "diabetes  runs  in  families"  indicates  that 
there  is  a  strong  genetic  component  to  type  1  and  type  2  diabetes. 
Many  scientists  are  now  conducting  research  to  determine  the 
genes  that  cause  diabetes.  For  type  1  diabetes,  certain  genes  related 
to  immunology  have  been  implicated.  For  type  2  diabetes,  there 
seem  to  be  diabetes  genes  that  determine  insulin  secretion  and 
insulin  resistance.  Some  researchers  believe  that  African 
Americans  inherited  a  "thrifty  gene"  from  their  African  ancestors. 
Years  ago,  this  gene  enabled  Africans,  during  "feast  and  famine" 
cycles,  to  use  food  energy  more  efficiently  when  food  was  scarce. 
Today,  with  fewer  such  cycles,  the  thrifty  gene  that  developed  for 
survival  may  instead  make  the  person  more  susceptible  to 
developing  type  2  diabetes. 


Figure  2.  •  Time  trends  in  the  percentage  of  adolescents  and  adults  in 
the  U.S.  who  are  overweight,  U.S.,  1988-94. 
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Medical  Risk  Factors 
Impaired  Glucose  Tolerance  (1GT) 

In  some  people,  their  blood  glucose  level  after  a  meal  or  after  an 
oral  glucose  test  rises  higher  than  is  considered  normal  but  not 
high  enough  for  them  to  be  diagnosed  with  diabetes.  These 
individuals  are  described  as  having  impaired  glucose  tolerance 
(IGT).  IGT  may  be  an  early  stage  of  diabetes,  and  people  with  IGT 
are  at  higher  risk  of  developing  type  2  diabetes  than  people  with 
normal  glucose  tolerance.  Rates  of  IGT  among  adults  age  40-74 
years  in  the  NHANES  III  survey  were  similar  for  black  (13 
percent)  and  white  (15  percent)  Americans.? 

Gestational  Diabetes  (GDM) 

About  2  to  5  percent  of  pregnant  women  develop  mild 
abnormalities  in  glucose  levels  and  insulin  secretion  and  are 
considered  to  have  gestational  diabetes.  Although  these  women's 
glucose  and  insulin  levels  often  return  to  normal  after  pregnancy, 
as  many  as  50  percent  may  develop  type  2  diabetes  within  20  years 
of  the  pregnancy. 

Hyperinsulinemia  and  Insulin  Resistance 

Higher-than-normal  levels  of  fasting  insulin,  called 
hyperinsulinemia,  are  associated  with  an  increased  risk  of 
developing  type  2  diabetes.  Hyperinsulinemia  often  predates 
diabetes  by  several  years.  Among  people  who  did  not  have 
diabetes  in  the  NHANES  III  survey,  insulin  levels  were  higher  in 
African  Americans  than  in  whites,  particularly  African  American 
women,  indicating  their  greater  predisposition  for  developing  type 
2  diabetesi  Another  study  showed  a  higher  rate  of 
hyperinsulinemia  in  African  American  adolescents  compared  with 
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white  American  adolescents.! 
Obesity 

Overweight  is  a  major  risk  factor  for  type  2  diabetes.  The 
NHANES  surveys  found  that  overweight  is  increasing  in  the 
United  States,  bom  in  adolescents  and  in  adults.  Figure  2 
illustrates  these  data  and  also  shows  that  African  American  adults 
have  substantially  higher  rates  of  obesity  than  white  Americansi»2 

In  addition  to  the  overall  level  of  obesity,  the  location  of  the 
excess  weight  is  also  a  risk  factor  for  type  2  diabetes.  Excess 
weight  carried  above  the  waist  is  a  stronger  risk  factor  than  excess 
weight  carried  below  the  waist.  African  Americans  have  a  greater 
tendency  to  develop  upper-body  obesity,  which  increases  their  risk 
of  diabetes. 

Although  African  Americans  have  higher  rates  of  obesity, 
researchers  do  not  believe  that  obesity  alone  accounts  for  their 
higher  prevalence  of  diabetes.  Even  when  compared  with  white 
Americans  with  the  same  levels  of  obesity,  age,  and 
socioeconomic  status,  African  Americans  still  have  higher  rates  of 
diabetes.  Other  factors,  yet  to  be  understood,  appear  to  be 
responsible. 

Physical  Activity 

Regular  physical  activity  is  a  protective  factor  against  type  2 
diabetes  and,  conversely,  lack  of  physical  activity  is  a  risk  factor 
for  developing  diabetes.  Researchers  suspect  that  a  lack  of  exercise 
is  one  factor  contributing  to  the  high  rates  of  diabetes  in  African 
Americans.  In  the  NHANES  III  survey,  50  percent  of  black  men 
and  67  percent  of  black  women  reported  that  they  participated  in 
little  or  no  leisure  time  physical  activity  J 


How  Does  African  American  children  seem  to  have  lower  rates  of  type  1 

Diabetes  Affect  diabetes  than  white  American  children.  Researchers  tend  to  agree 

African-American  ^at  8enencs  probably  makes  type  1  diabetes  less  common  among 

,r        n     ,  o  children  with  African  ancestry  compared  with  children  of 

•Young  People?  European  ancestry. 


How  Does 
Diabetes  Affect 
African  American 
Women  during 
Pregnancy? 


Gestational  diabetes,  in  which  blood  glucose  values  are  elevated 
above  normal  during  pregnancy,  occurs  in  about  2  percent  to  5 
percent  of  all  pregnant  women.  Perinatal  problems  such  as 
macrosomia  (large  body  size)  and  neonatal  hypoglycemia  (low 
blood  sugar)  are  higher  in  these  pregnancies.  The  women  generally 
return  to  normal  glucose  values  after  childbirth.  However,  once  a 
woman  has  had  gestational  diabetes,  she  has  an  increased  risk  of 
developing  gestational  diabetes  in  future  pregnancies.  In  addition, 
experts  estimate  that  about  half  of  women  with  gestational 
diabetes  develop  type  2  diabetes  within  20  years  of  the  pregnancy. 


Several  studies  have  shown  that  the  occurrence  of  gestational 
diabetes  in  African  American  women  may  be  50  percent  to  80 


percent  more  frequent  than  in  white  women. 


Compared  with  white  Americans,  African  Americans  experience 
higher  rates  of  diabetes  complications  such  as  eye  disease,  kidney 
failure,  and  amputations.  They  also  experience  greater  disability 
from  these  complications.  Some  factors  that  influence  the 
frequency  of  these  complications,  such  as  high  blood  glucose 
levels,  abnormal  blood  lipids,  high  blood  pressure,  and  cigarette 
smoking,  can  be  influenced  by  proper  diabetes  management. 

Eye  Disease 

Diabetic  retinopathy  is  a  deterioration  of  the  blood  vessels  in  the 
eye  that  is  caused  by  high  blood  glucose.  It  can  lead  to  impaired 
vision  and,  ultimately,  to  blindness.  The  frequency  of  diabetic 
retinopathy  is  40  percent  to  50  percent  higher  in  African 
Americans  than  in  white  Americans,  according  to  NHANES  HI 
data.2  Retinopathy  may  also  occur  more  frequently  in  black 
Americans  than  in  whites  because  of  their  higher  rate  of 
hypertension.  Although  blindness  caused  by  diabetic  retinopathy  is 
believed  to  be  more  frequent  in  blacks  than  in  whites,  there  are  no 
valid  studies  that  compare  rates  of  blindness  between  the  two 
groups. 

Kidney  Failure 

African  Americans  with  diabetes  experience  kidney  failure,  also 
called  end-stage  renal  disease  (ESRD),  about  four  times  more 
often  than  diabetic  white  Americans.12  In  1995,  there  were  27,258 
new  cases  of  ESRD  attributed  to  diabetes  in  black  Americans  Jl 
Diabetes  is  the  leading  cause  of  kidney  failure  and  accounted  for 
43  percent  of  the  new  cases  of  ESRD  among  black  Americans 
during  1992-1996.  Hypertension,  the  second  leading  cause  of 
ESRD,  accounted  for  42  percent  of  cases.  In  spite  of  their  high 
rates  of  ESRD,  African  Americans  have  better  survival  rates  after 
they  develop  kidney  failure  than  white  Americans M 

Amputations 

Based  on  the  U.S.  hospital  discharge  survey,  there  were  about 
13,000  amputations  among  black  diabetic  individuals  in  1994, 
which  involved  155,000  days  in  the  hospitals  African  Americans 
with  diabetes  are  much  more  likely  to  undergo  a  lower-extremity 
amputation  than  white  or  Hispanic  Americans  with  diabetes.  The 
hospitalization  rate  of  amputations  for  blacks  was  9.3  per  1,000 
patients  in  1994,  compared  with  5.8  per  1,000  white  diabetic 
patients.  However,  the  average  length  of  hospital  stay  was  lower 
for  African  Americans  (12.1  days)  than  for  white  Americans  (16.5 
days). 


How  Do  Diabetes 
Complications 
Affect  African 
Americans? 
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Figure  3.  -  Mortality  rates  in  black  and  white  diabetic  men  and  women 
in  a  sample  of  the  U.S.  population,  1971-1993. 
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Diabetes  was  an  uncommon  cause  of  death  among  African 
Americans  at  the  turn  of  the  century.  By  1994,  however,  death 
certificates  listed  diabetes  as  the  seventh  leading  cause  of  death  for 
African  Americans.  For  those  age  45  years  or  older,  it  was  the  fifth 
leading  cause  of  death  J2 

Death  rates  (mortality)  for  people  with  diabetes  are  higher  for 
blacks  than  for  whites.  Figure  3  shows  death  rates  for  whites  and 
blacks  with  diabetes  in  a  national  survey  of  people  first  studied  in 
1971-1975  whose  mortality  was  confirmed  through  1992-1993 M 
In  every  age  group  and  for  both  men  and  women,  death  rates  for 
blacks  with  diabetes  were  higher  than  for  whites  with  diabetes. 
The  overall  mortality  rate  was  20  percent  higher  for  black  men  and 
40  percent  higher  for  black  women,  compared  with  their  white 
counterparts. 


Does  Diabetes 
Cause  Excess 
Deaths  in  African 
Americans? 


Points  To  Remember 

•  In  1 993,  1 .3  million  African  Americans  were  known  to 
have  diabetes.  This  is  almost  three  times  the  number  of 
African  Americans  who  were  diagnosed  with  diabetes  in 
1963. 

•  For  every  white  American  who  gets  diabetes,  1 .6  African 
Americans  get  diabetes. 

•  The  highest  incidence  of  diabetes  in  blacks  occurs 
between  65  and  74  years  of  age.  Twenty-five  percent  of 
these  individuals  have  diabetes. 

•  Obesity  is  a  major  medical  risk  factor  for  diabetes  in 
African  Americans,  especially  for  women.  Some  diabetes 
may  be  prevented  with  weight  control  through  healthy 
eating  and  regular  exercise. 

•  African  Americans  have  higher  incidence  of  and  greater 
disability  from  diabetes  complications  such  as  kidney 
failure,  visual  impairment,  and  amputations. 

•  If  African  Americans  can  prevent,  reverse,  or  control 
diabetes,  their  risk  of  complications  will  decrease. 

•  Healthy  lifestyles,  such  as  eating  healthy  foods  and 
getting  regular  exercise,  are  particularly  important  for 
people  who  are  at  increased  risk  of  diabetes. 


Within  many  African  American  communities  around  the  country, 
NIDDK  supports  centers  that  provide  nutrition  counseling, 
exercise,  and  screening  for  diabetes  complications.  These  centers 
are  called  Diabetes  Research  and  Training  Centers. 

Prevention 

In  1 996,  NIDDK  launched  its  Diabetes  Prevention  Program  (DPP). 
The  goal  of  this  research  effort  is  to  learn  how  to  prevent  or  delay 
type  2  diabetes  in  people  with  impaired  glucose  tolerance  (IGT) 
and  in  women  with  IGT  who  have  a  history  of  gestational  diabetes. 
Both  conditions  are  strong  risk  factors  for  type  2  diabetes. 

About  4,000  volunteers  are  needed  to  participate  in  DPP.  The 
study  is  being  conducted  at  25  centers  throughout  the  United 
States  and  is  enrolling  volunteers  from  groups  at  high  risk  for 
developing  type  2  diabetes.  Because  of  the  high  risk  of  developing 
type  2  diabetes  among  some  ethnic  groups,  about  half  of  the  DPP 
participants  will  be  African  American,  Hispanic  American,  Native 
American,  and  Asian/Pacific  Islanders.  Other  high-risk 
participants  will  include  elderly,  overweight  people  and  women 
with  a  previous  history  of  gestational  diabetes. 


Howls  NIDDK 
Addressing  the 
Problem  of 
Diabetes  in 
African 
Americans? 
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DPP  will  evaluate  several  interventions  to  prevent  type  2  diabetes, 
including  an  intensive  healthy  eating  and  exercise  program  and  the 
use  of  diabetes  medication.  Researchers  are  tailoring  interventions 
to  the  cultural  needs  of  individuals  in  the  program.  Recruitment 
into  the  study  began  in  the  summer  of  1 996,  and  participants  will 
be  followed  for  an  average  of  4.5  years,  with  findings  to  be 
released  in  2002. 

Education  and  Awareness  Activities 

Recently,  NIDDK  joined  the  Centers  for  Disease  Control  and 
Prevention  to  sponsor  the  National  Diabetes  Education  Program 
(NDEP).  The  goal  of  this  program  is  to  reduce  the  death  and 
disability  associated  with  diabetes  and  its  complications.  The 
NDEP  will  conduct  ongoing  diabetes  awareness  and  education 
activities  for  people  with  diabetes  and  their  families.  Special 
efforts  will  be  made  to  address  the  needs  of  certain  ethnic  groups 
that  are  hardest  hit  by  diabetes,  including  African  Americans, 
Hispanic  Americans,  Asian  Americans,  Pacific  Islanders,  and 
Native  Americans.  Through  these  efforts,  the  NDEP  hopes  to 
improve  the  treatment  and  outcomes  for  people  with  diabetes, 
promote  early  diagnosis,  and,  ultimately,  prevent  the  onset  of 
diabetes. 
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Tel:  (301)  654-3327 

Fax:(301)907-8906 

E-mail:  ndic@,info.niddk.nih.gov 

The  National  Diabetes  Information  Clearinghouse  (NDIC)  offers 
additional  information  about  diabetes  including  the  following: 

■  The  Diabetes  Dictionary  (booklet  available  in 
English  and  Spanish) 

■  Do  Your  Level  Best:  Start  Controlling  Your 
Blood  Sugar  Today  (booklet,  limited  literacy). 

Single  copies  are  free.  Bulk  orders  are  available  for 
health  care  professionals.  For  more  information  about 
diabetes  and  African  Americans  and  to  order 
publications,  contact  NDIC. 

Weight-control  Information  Network 
1  Win  Way 

Bethesda,  MD  20892-3665 

Tel:  (301)  951-1 120  or  (800)  WIN-8098 

Fax:(301)951-1107 

E-mail:  win(S>jnfo.niddk.nih.gov 


American  Diabetes  Association  National  Service 


•  Diabetes  in  African  Americans  http://ww.niddk.nm.gov/^ealth/diabetes/pubs/afam/afam.htm 


Center 

1701  North  Beauregard  Street 

Alexandria,  VA  22311 

Tel:  (800)232-3472 

Fax:  (703)  549-6995 

Home  page:  http://www.diabetes.org 


National  Diabetes  Information 
Clearinghouse 

1  Information  Way 
Bethesda,  MD  20892-3560 
E-mail:  ndic(S>.info.niddk.nih.gov 

The  National  Diabetes  Information  Clearinghouse  (NDIC)  is  a 
service  of  the  National  Institute  of  Diabetes  and  Digestive  and 
Kidney  Diseases  (NIDDK).  The  NIDDK  is  part  of  the  National 
Institutes  of  Health  under  the  U.S.  Department  of  Health  and 
Human  Services.  Established  in  1978,  the  clearinghouse  provides 
information  about  diabetes  to  people  with  diabetes  and  their 
families,  health  care  professionals,  and  the  public.  NDIC  answers 
inquiries;  develops,  reviews,  and  distributes  publications;  and 
works  closely  with  professional  and  patient  organizations  and 
Government  agencies  to  coordinate  resources  about  diabetes. 

Publications  produced  by  the  clearinghouse  are  reviewed  carefully 
for  scientific  accuracy,  content,  and  readability. 

This  e-text  is  not  copyrighted.  The  clearinghouse  encourages  users 
of  this  e-pub  to  duplicate  and  distribute  as  many  copies  as  desired. 
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State-Based  Diabetes  Control 
Programs 

Washington,  DC 

The  District  of  Columbia  (DC)  Diabetes 
Control  Program  (DCP)  began  receiving 
funding  from  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  in 
October  1996.  Activities  supported  by 
the  District  of  Columbia  DCP  include  the 
following: 

•  Diabetes  Advisory  Committee. 

The  DC  DCP  has  established  a 
Diabetes  Mellitus  Advisory 
Committee  for  consultation  and 
oversight.  Members  include  representatives  from  managed 
care  organizations,  service  provider  organizations, 
volunteer  associations,  other  government  agencies, 
community  organizations,  and  the  public. 

•  5-year  plan  to  control  diabetes  and  its  complications. 
The  DC  DCP  and  its  advisory  committee  will  develop  a 
5-year  plan  that  describes  the  distribution,  prevalence,  and 
patterns  of  diabetes;  delineates  strategies  for  diabetes 
control  and  management;  and  identifies  the  systems, 
infrastructure,  and  resources  necessary  to  implement  the 
strategies.  This  plan  will  be  updated  annually. 

•  Diabetes  surveillance.  The  DC  DCP  is  currently  analyzing 
available  diabetes  data  and  constructing  a  diabetes 
surveillance  report  describing  the  distribution  of  diabetes 
and  its  complications  and  risk  factors  for  the  disease.  The 
DCP  will  identify  and  prioritize  at  least  10  key  questions 
concerning  risk  behaviors,  utilization  and  access  to 
services,  and  resources.  This  report  will  be  used  to  design  a 
surveillance  system  to  detect  changes  over  time  in 
incidence  and  prevalence,  as  well  as  behavioral  risk  factors. 

•  Barrier  identification.  The  DCP  will  convene  a  series  of 
focus  groups  and  expert  panels  to  delineate  and  prioritize 
existing  barriers  to  diabetes  management  and  control  and 
plan  at  least  one  intervention  based  on  findings. 

•  Services  to  patients  and  care  providers.  The  DC  DCP 
will  develop,  publish,  and  maintain  a  directory  of  service 
providers  who  work  to  prevent  diabetes  complications.  The 
DCP  will  also  organize  low-cost  retinal  photography  and 
follow-up  treatment  for  the  uninsured. 

•  Professional  education  activities.  The  DCP  will  work 
with  a  panel  of  experts  to  develop  course  materials  to 
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diagnose  and  treat  complications  of  diabetes  and  cultural 
competency.  Educational  interventions  may  be  presented 
via  medical  society  meetings,  formal  courses  with 
continuing  medical  education  credit,  written  materials  for 
individual  study,  a  speaker's  bureau,  and  short-term 
residencies  for  primary  care  providers. 

Contact  information 

District  of  Columbia  Diabetes  Control  Program 
825  North  Capitol  Street  NE 
3rd  floor 

Washington,  DC  20002 
Phone  202-442-5902 
Fax  202-442-4825 
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You  Can  Quit  Smoking 

Consumer  Guide 


Learn  how  to  get  help  to  quit  smoking  and  improve  your  chances  of  quitting.  This 
document  explains  the  best  ways  for  you  to  quit  as  well  as  new  treatments  to  help.  It  lists  new 
medications  that  can  double  or  triple  your  chances  of  quitting  and  quitting  for  good.  It  also  tells 
about  ways  to  avoid  relapses  and  talks  about  concerns  you  may  have  about  quitting,  including 
weight  gain. 

All  information  is  based  on  scientific  research  about  what  will  give  you  the  best  chances  of 
quitting. 

_i  .  

Nicotine:  A  Powerful  Addiction 

If  you  have  tried  to  quit  smoking,  you  know  how  hard  it  can  be.  It  is  hard  because  nicotine  is  a 
very  addictive  drug.  For  some  people,  it  can  be  as  addictive  as  heroin  or  cocaine. 

Quitting  is  hard.  Usually  people  make  2  or  3  tries,  or  more,  before  finally  being  able  to  quit.  Each 
time  you  try  to  quit,  you  can  learn  about  what  helps  and  what  hurts. 


Quitting  takes  hard  work  and  a  lot  of  effort,  but  you  can  quit  smoking. 


Good  Reasons  for  Quitting 

Quitting  smoking  is  one  of  the  most  important  things  you  will  ever  do: 

•  You  will  live  longer  and  live  better. 

•  Quitting  will  lower  your  chance  of  having  a  heart  attack,  stroke,  or  cancer. 

•  If  you  are  pregnant,  quitting  smoking  will  improve  your  chances  of  having  a  healthy  baby. 

•  The  people  you  live  with,  especially  your  children,  will  be  healthier. 

•  You  will  have  extra  money  to  spend  on  things  other  than  cigarettes. 

Five  Keys  for  Quitting 

Studies  have  shown  that  these  five  steps  will  help  you  quit  and  quit  for  good.  You  have  the  best 
chances  of  quitting  if  you  use  them  together: 

1 .  Get  ready. 
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2.  Get  support. 

3.  Learn  new  skills  and  behaviors. 

4.  Get  medication  and  use  it  correctly. 

5.  Be  prepared  for  relapse  or  difficult  situations. 

1.  Get  Ready 

•  Set  a  quit  date. 

•  Change  your  environment. 

1 .  Get  rid  of  ALL  cigarettes  and  ashtrays  in  your  home,  car,  and  place  of  work. 

2.  Don't  let  people  smoke  in  your  home. 

•  Review  your  past  attempts  to  quit.  Think  about  what  worked  and  what  did  not. 

•  Once  you  quit,  don't  smoke— NOT  EVEN  A  PUFF! 

2.  Get  Support  and  Encouragement 

Studies  have  shown  that  you  have  a  better  chance  of  being  successful  if  you  have  help.  You  can 
get  support  in  many  ways: 

•  Tell  your  family,  friends,  and  coworkers  that  you  are  going  to  quit  and  want  their  support. 
Ask  them  not  to  smoke  around  you  or  leave  cigarettes  out. 

•  Talk  to  your  health  care  provider  (for  example,  doctor,  dentist,  nurse,  pharmacist, 
psychologist,  or  smoking  counselor). 

•  Get  individual,  group,  or  telephone  counseling.  The  more  counseling  you  have,  the  better 
your  chances  are  of  quitting.  Programs  are  given  at  local  hospitals  and  health  centers.  Call 
your  local  health  department  for  information  about  programs  in  your  area. 

3.  Learn  New  Skills  and  Behaviors 

•  Try  to  distract  yourself  from  urges  to  smoke.  Talk  to  someone,  go  for  a  walk,  or  get  busy 
with  a  task. 

•  When  you  first  try  to  quit,  change  your  routine.  Use  a  different  route  to  work.  Drink  tea 
instead  of  coffee.  Eat  breakfast  in  a  different  place. 

•  Do  something  to  reduce  your  stress.  Take  a  hot  bath,  exercise,  or  read  a  book. 

•  Plan  something  enjoyable  to  do  every  day. 

•  Drink  a  lot  of  water  and  other  fluids. 

4.  Get  Medication  and  Use  It  Correctly 

Medications  can  help  you  stop  smoking  and  lessen  the  urge  to  smoke. 

•  The  U.S.  Food  and  Drug  Administration  (FDA)  has  approved  five  medications  to  help  you 
quit  smoking: 

1.  Bupropion  SR— Available  by  prescription. 

2.  Nicotine  gum — Available  over-the-counter. 

3.  Nicotine  inhaler— Available  by  prescription. 

4.  Nicotine  nasal  spray — Available  by  prescription. 

5.  Nicotine  patch — Available  by  prescription  and  over-the-counter. 

•  Ask  your  health  care  provider  for  advice  and  carefully  read  the  information  on  the  package. 

•  All  of  these  medications  will  more  or  less  double  your  chances  of  quitting  and  quitting  for 
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good. 

•  Everyone  who  is  trying  to  quit  may  benefit  from  using  a  medication.  If  you  are  pregnant  or 
trying  to  become  pregnant,  nursing,  under  age  18,  smoking  fewer  than  10  cigarettes  per 
day,  or  have  a  medical  condition,  talk  to  your  doctor  or  other  health  care  provider  before 
taking  medications. 

5.  Be  Prepared  for  Relapse  or  Difficult  Situations 

Most  relapses  occur  within  the  first  3  months  after  quitting.  Don't  be  discouraged  if  you  start 
smoking  again.  Remember,  most  people  try  several  times  before  they  finally  quit.  Here  are  some 
difficult  situations  to  watch  for: 

•  Alcohol.  Avoid  drinking  alcohol.  Drinking  lowers  your  chances  of  success. 

•  Other  smokers.  Being  around  smoking  can  make  you  want  to  smoke. 

•  Weight  gain.  Many  smokers  will  gain  weight  when  they  quit,  usually  less  than  10  pounds. 
Eat  a  healthy  diet  and  stay  active.  Don't  let  weight  gain  distract  you  from  your  main 

'    goal — quitting  smoking.  Some  quit-smoking  medications  may  help  delay  weight  gain. 

•  Bad  mood  or  depression.  There  are  a  lot  of  ways  to  improve  your  mood  other  than 
smoking. 

If  you  are  having  problems  with  any  of  these  situations,  talk  to  your  doctor  or  other  health  care 
provider. 

Special  Situations  or  Conditions 

Studies  suggest  that  everyone  can  quit  smoking.  Your  situation  or  condition  can  give  you  a 
special  reason  to  quit. 

•  Pregnant  women/new  mothers:  By  quitting,  you  protect  your  baby's  health  and  your  own. 

•  Hospitalized  patients:  By  quitting,  you  reduce  health  problems  and  help  healing. 

•  Heart  attack  patients:  By  quitting,  you  reduce  your  risk  of  a  second  heart  attack. 

•  Lung,  head,  and  neck  cancer  patients:  By  quitting,  you  reduce  your  chance  of  a  second 
cancer. 

•  Parents  of  children  and  adolescents:  By  quitting,  you  protect  your  children  and 
adolescents  from  illnesses  caused  by  second-hand  smoke. 

i 


Questions  to  Think  About 

Think  about  the  following  questions  before  you  try  to  stop  smoking.  You  may  want  to  talk  about 
your  answers  with  your  health  care  provider. 

1 .  Why  do  you  want  to  quit? 


2.  When  you  tried  to  quit  in  the  past,  what  helped  and  what  didn't? 
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13.  What  will  be  the  most  difficult  situations  for  you  after  you  quit?  How  will  you  plan  to  handle 
them? 


|        4.  Who  can  help  you  through  the  tough  times?  Your  family?  Friends?  Health  care  provider? 

5.  What  pleasures  do  you  get  from  smoking?  What  ways  can  you  still  get  pleasure  if  you  quit? 


Here  are  some  questions  to  ask  your  health  care  provider. 
1 .  How  can  you  help  me  to  be  successful  at  quitting? 


2.  What  medication  do  you  think  would  be  best  for  me  and  how  should  I  take  it? 


3.  What  should  I  do  if  I  need  more  help? 


4.  What  is  smoking  withdrawal  like?  How  can  I  get  information  on  withdrawal? 


Quitting  takes  hard  work  and  a  lot  of  effort,  but  you  can  quit  smoking. 
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Additional  Resources 

You  may  want  to  contact  these  organizations  for  further  information  on  smoking  and  how  to  quit. 

For  general  information: 

American  Heart  Association 
7272  Greenville  Avenue 
Dallas,  TX  75231 
(800)  AHA-USA1  (242-8721) 

American  Cancer  Society 
1599  Clifton  Road,  NE 
Atlanta,  GA  30329 
(4,04)  320-3333 

American  Lung  Association 
1740  Broadway,  14th  Floor 
New  York,  NY  10019 
(212)315-8700 

National  Cancer  Institute 

Bethesda,  MD  20892 

(800)  4-CANCER  (422-6237) 

For  pregnant  women: 

American  College  of  Obstetricians  and  Gynecologists 
409  12th  Street,  SW 
Washington,  DC  20024 
(202)  638-5577 

For  More  Information 

The  information  in  this  booklet  was  taken  from  Treating  Tobacco  Use  and  Dependence,  a  U.S. 
Public  Health  Service-sponsored  Clinical  Practice  Guideline.  This  guideline  was  developed  by  a 
non-Federal  panel  of  experts  sponsored  by  a  consortium  consisting  of  Federal  Government  and 
nonprofit  organizations: 

•  Agency  for  Healthcare  Research  and  Quality  (AHRQ). 

•  Centers  for  Disease  Control  and  Prevention  (CDC). 

•  National  Cancer  Institute  (NCI). 

•  National  Heart,  Lung,  and  Blood  Institute  (NHLBI). 

•  National  Institute  on  Drug  Abuse  (NIDA). 

•  Robert  Wood  Johnson  Foundation  (RWJF). 

•  University  of  Wisconsin  Medical  School's  Center  for  Tobacco  Research  and  Intervention 
(CTRI). 
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For  information  about  the  guideline  or  to  get  more  copies  of  this  booklet,  call  toll  free: 
800-358-9295,  or  write: 

Publications  Clearinghouse 

P.O.  Box  8547 

Silver  Spring,  MD  20907 

U.S.  Department  of  Health  and  Human  Services 

Public  Health  Service 

Current  as  of  June  2000 


Internet  Citation: 

You  Can  Quit  Smoking.  Consumer  Guide,  June  2000.  U.S.  Public  Health  Service. 
http://www.surgeongeneral.gov/tobacco/consquits.htm 
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December 
World  AIDS  Day  (12/1 ) 


Minority  populations  in  the  United  States,  primarily  African  Americans  and  Hispanics,  constitute 
56  percent  of  the  more  than  700,000  cases  of  AIDS  reported  to  the  U.S.  Centers  for  Disease 
Control  and  Prevention  (CDC)  since  the  epidemic  began  in  1981.  African  Americans  make  up 
almost  37  percent  of  all  AIDS  cases  reported  in  the  United  States,  yet  according  to  the  U.S. 
Census  Bureau,  we  comprise  only  12  percent  of  the  U.S.  population. 

The  rate  of  HIV  infection  in  US  prisons  is  5  times  the  rate  of  the  general  population. 

HIV/AIDS  is  more  prevalent  in  Incarcerated  African  And  Latinos 

Almost  58  percent  of  all  women  reported  with  AIDS  are  African  American. 

African  American  children  represent  58  percent  of  all  pediatric  AIDS  cases. 

In  1999,  AIDS  accounted  for  an  estimated  50  percent  of  deaths  among  African  Americans 

and  18  percent  among  Hispanics. 

What  is  AIDS?  AIDS  stands  for  acquired  immunodeficiency  syndrome.  A  diagnosis  of  AIDS  is 
made  by  a  physician  using  certain  clinical  or  laboratory  standards. 

What  causes  AIDS?  AIDS  is  caused  by  infection  with  a  virus  called  human  immunodeficiency 
virus  (HIV).  This  virus  is  passed  from  one  person  to  another  through  blood-to-blood  and  sexual 
contact.  In  addition,  infected  pregnant  women  can  pass  HIV  to  their  babies  during  pregnancy  or 
delivery,  as  well  as  through  breast-feeding.  People  with  HIV  have  what  is  called  HIV  infection. 
Most  of  these  people  will  develop  AIDS  as  a  result  of  their  HIV  infection. 

What  body  fluids  transmit  HIV?  These  body  fluids  have  been  proven  to  spread  HIV: 

•  blood 

•  semen 

•  vaginal  fluid 

•  breast  milk 

•  other  body  fluids  containing  blood 
Suggested  Activities: 

•  Distribute  information  on  HIV  &  AIDS  to  membership 

•  Identify  AIDS  educator  to  speak  on  AIDS  and  the  African  American  community 

•  Distribute  condoms  and  encourage  utilization 

•  Encourage  an  open  dialogue  regarding  self  protection  against  HIV  &  AIDS 


For  more  Information: 

CDC  National  Prevention  Information  Network  (CDCNPIN) 

800-458-5231 
Website-www.cdcnpin.org 

HIV/AIDS  Treatment  Information  Service 
800-448-0440 

Website-http://www.hivatis.org 

American  Red  Cross 

African  American  AIDS  Program 

Website-http://www.redcross.org/hss/HIVAIDS/afam/index.html 
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Question:  How  is  HIV  passed  from  one  person  to  another? 

Answer:  HIV  transmission  can  occur  when  blood,  semen  (including 
pre-seminal  fluid,  or  "pre-cum"),  vaginal  fluid,  or  breast  milk  from  an 
infected  person  enters  the  body  of  an  uninfected  person. 

HIV  can  enter  the  body  through  a  vein  (e.g.,  injection  drug  use),  the  anus  or 
rectum,  the  vagina,  the  penis,  the  mouth,  other  mucous  membranes  (e.g., 
eyes  or  inside  of  the  nose),  or  cuts  and  sores.  Intact,  healthy  skin  is  an 
excellent  barrier  against  HIV  and  other  viruses  and  bacteria. 

These  are  the  most  common  ways  that  HIV  is  transmitted  from  one  person 
to  another: 

•  by  having  sexual  intercourse  (anal,  vaginal,  or  oral  sex)  with  an 
HIV-infected  person; 

•  by  sharing  needles  or  injection  equipment  with  an  injection  drug  user 
who  is  infected  with  HIV;  and 

•  from  HIV-infected  women  to  babies  before  or  during  birth,  or 
through  breast-feeding  after  birth. 

HIV  also  can  be  transmitted  through  transfusions  of  infected  blood  or  blood 
clotting  factors.  However,  since  1985,  all  donated  blood  in  the  United  States 
has  been  tested  for  HIV.  Therefore,  the  risk  of  infection  through  transfusion 
of  blood  or  blood  products  is  extremely  low.  The  U.S.  blood  supply  is 
considered  to  be  among  the  safest  in  the  world.  (For  more  information,  see 
How  safe  is  the  blood  supply  in  the  United  States?) 

Some  health-care  workers  have  become  infected  after  being  stuck  with 
needles  containing  HIV-infected  blood  or,  less  frequently,  after  infected 
blood  contact  with  the  worker's  open  cut  or  through  splashes  into  the 
worker's  eyes  or  inside  his  or  her  nose.  There  has  been  only  one  instance  of 
patients  being  infected  by  an  HIV-infected  health  care  worker.  This 
involved  HIV  transmission  from  an  infected  dentist  to  six  patients.  (For 
more  information,  see  Are  health  care  workers  at  risk  of  getting  HIV  on  the 
job?  and  Are  patients  in  a  dentist's  or  doctor's  office  at  risk  of  getting  HIV?) 
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Question:  Can  I  get  HIV  from  kissing  on  the  cheek? 

Answer:  HIV  is  not  casually  transmitted,  so  kissing  on  the  cheek  is  very 
safe.  Even  if  the  other  person  has  the  virus,  your  unbroken  skin  is  a  good 
barrier.  No  one  has  become  infected  from  such  ordinary  social  contact  as 
dry  kisses,  hugs,  and  handshakes. 

Question:  Can  I  get  HIV  from  open-mouth  kissing? 

Answer:  Open-mouth  kissing  is  considered  a  very  low-risk  activity  for  the 
transmission  of  HIV.  However,  prolonged  open-mouth  kissing  could 
damage  the  mouth  or  lips  and  allow  HIV  to  pass  from  an  infected  person  to 
a  partner  and  then  enter  the  body  through  cuts  or  sores  in  the  mourn. 
Because  of  this  possible  risk,  the  CDC  recommends  against  open-mouth 
kissing  with  an  infected  partner. 

One  case  suggests  that  a  woman  became  infected  with  HIV  from  her  sex 
partner  through  exposure  to  contaminated  blood  during  open-mouth  kissing. 
The  July  1 1,  1997,  Morbidity  and  Mortality  Weekly  Report  contains  an 
article  on  this  case. 


Question:  Can  I  get  HIV  from  performing  oral  sex? 

Answer:  Yes,  it  is  possible  for  you  to  become  infected  with  HIV  through 
performing  oral  sex.  There  have  been  a  few  cases  of  HIV  transmission  from 
performing  oral  sex  on  a  person  infected  with  HIV.  While  no  one  knows 
exactly  what  the  degree  of  risk  is,  evidence  suggests  that  the  risk  is  less  than 
that  of  unprotected  anal  or  vaginal  sex. 

Blood,  semen,  pre-seminal  fluid,  and  vaginal  fluid  all  may  contain  the  virus. 
Cells  in  the  mucous  lining  of  the  mouth  may  carry  HIV  into  the  lymph 
nodes  or  the  bloodstream.  The  risk  increases: 

•  if  you  have  cuts  or  sores  around  or  in  your  mouth  or  throat; 

•  if  your  partner  ejaculates  in  your  mouth;  or 

•  if  your  partner  has  another  sexually  transmitted  disease  (STD). 
If  you  choose  to  have  oral  sex,  and  your  partner  is  male, 

•  use  a  latex  condom  on  the  penis;  or 

•  if  you  or  your  partner  is  allergic  to  latex,  plastic  (polyurethane) 
condoms  can  be  used. 

Research  has  shown  the  effectiveness  of  latex  condoms  used  on  the  penis  to 
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prevent  the  transmission  of  HIV.  Condoms  are  not  risk-free,  but  they 
I  greatly  reduce  your  risk  of  becoming  HIV-infected  if  your  partner  has  the 

|  virus. 

|  If  you  choose  to  have  oral  sex,  and  your  partner  is  female, 

•  use  a  latex  barrier  (such  as  a  dental  dam  or  a  cut-open  condom  that 
makes  a  square)  between  your  mouth  and  the  vagina.  Plastic  food 
wrap  also  can  be  used  as  a  barrier. 

The  barrier  reduces  the  risk  of  blood  or  vaginal  fluids  entering  your  mouth. 
For  more  information  about  latex  condoms,  female  condoms,  and  plastic 
(pblyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors 
'  that  may  have  put  you  at  risk,  call  the  CDC  National  AIDS  Hotline  at 

1-800-342-2437  (English),  1-800-344-7432  (Spanish),  or  1-800-243-7889 
(TTY). 


Question:  Can  I  get  HIV  from  someone  performing  oral  sex  on  me? 

Answer:  Yes,  it  is  possible  for  you  to  become  infected  with  HIV  through 
receiving  oral  sex.  If  your  partner  has  HIV,  blood  from  his  or  her  mouth 
may  enter  the  urethra  (the  opening  at  the  tip  of  the  penis),  the  vagina,  the 
anus,  or  directly  into  the  body  through  small  cuts  or  open  sores.  While  no 
one  knows  exactly  what  the  degree  of  risk  is,  evidence  suggests  that  the  risk 
is  less  than  that  of  unprotected  anal  or  vaginal  sex. 

If  you  choose  to  have  oral  sex, 

•  use  a  latex  condom  on  the  penis;  or 

•  if  you  or  your  partner  is  allergic  to  latex,  a  plastic  (polyurethane) 
condom  can  be  used. 

Research  has  shown  the  effectiveness  of  latex  condoms  used  on  the  penis 
for  preventing  the  transmission  of  HIV.  Condoms  are  not  risk-free,  but  they 
greatly  reduce  your  risk  of  becoming  HIV-infected  if  your  partner  has  the 
virus. 

If  you  choose  to  have  oral  sex  and  you  are  female, 

•  use  a  latex  barrier  (such  as  a  cut-open  condom  that  makes  a  square  or 
a  dental  dam)  between  their  mouth  and  the  vagina.  Plastic  food  wrap 
can  also  be  used  as  a  barrier. 

The  barrier  reduces  the  risk  of  blood  entering  the  body  through  the  vagina. 
For  more  information  about  latex  condoms,  female  condoms,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
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Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors, 
call  the  CDC  National  AIDS  Hotline  at  1-800-343-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 

Question:  Can  I  get  HIV  from  having  vaginal  sex? 

Answer:  Yes,  it  is  possible  to  become  infected  with  HIV  through  vaginal 
intercourse.  In  fact,  it  is  the  most  common  way  the  virus  is  transmitted  in 
much  of  the  world.  HIV  can  be  found  in  the  blood,  semen,  pre-seminal 
fluid,  or  vaginal  fluid  of  a  person  infected  with  the  virus.  The  lining  of  the 
vagina  can  tear  and  possibly  allow  HIV  to  enter  the  body.  Direct  absorption 
of  HIV  through  the  mucous  membranes  that  line  the  vagina  also  is  a 
possibility. 

The  male  may  be  at  less  risk  for  HIV  transmission  than  the  female  through 
vaginal  intercourse.  However,  HIV  can  enter  the  body  of  the  male  through 
his  urethra  (the  opening  at  the  tip  of  the  penis)  or  through  small  cuts  or  open 
sores  on  the  penis. 

Risk  for  HTV  infection  increases  if  you  or  a  partner  has  a  sexually 
transmitted  disease  (STD).  See  also  Is  there  a  connection  between  HIV  and 
other  sexually  transmitted  diseases? 

If  you  choose  to  have  vaginal  intercourse,  use  a  latex  condom  to  help 
protect  both  you  and  your  partner  from  the  risk  of  HIV  and  other  STDs. 
Studies  have  shown  that  latex  condoms  are  very  effective,  though  not 
perfect,  in  preventing  HIV  transmission  when  used  correctly  and 
consistently.  If  either  partner  is  allergic  to  latex,  plastic  (polyurethane) 
condoms  for  either  the  male  or  female  can  be  used. 

For  more  information  on  latex  condoms,  the  female  condom,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 

Preventing  HIV  In  fection  and  Other  STDs.  j 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors, 
call  the  CDC  National  AIDS  Hotline  at  1  -800-342-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 

Question:  Can  I  get  HTV  from  anal  sex? 

Answer:  Yes,  it  is  possible  for  either  sex  partner  to  become  infected  with 
HIV  during  anal  sex.  HIV  can  be  found  in  the  blood,  semen,  pre-seminal 
fluid,  or  vaginal  fluid  of  a  person  infected  with  the  virus.  In  general,  the 
person  receiving  the  semen  is  at  greater  risk  of  getting  HIV  because  the 
lining  of  the  rectum  is  thin  and  may  allow  the  virus  to  enter  the  body  during 
anal  sex.  However,  a  person  who  inserts  his  penis  into  an  infected  partner 
also  is  at  risk  because  HIV  can  enter  through  the  urethra  (the  opening  at  the 
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tip  of  the  penis)  or  through  small  cuts,  abrasions,  or  open  sores  on  the  penis. 

Having  unprotected  (without  a  condom)  anal  sex  is  considered  to  be  a  very 
risky  behavior.  If  people  choose  to  have  anal  sex,  they  should  use  a  latex 
condom.  Most  of  the  time,  condoms  work  well.  However,  condoms  are 
more  likely  to  break  during  anal  sex  than  during  vaginal  sex.  Thus,  even 
with  a  condom,  anal  sex  can  be  risky.  A  person  should  use  a  water-based 
lubricant  in  addition  to  the  condom  to  reduce  the  chances  of  the  condom 
breaking. 

For  more  information  on  latex  condoms,  see  Facts  about  Condoms  and 
Their  Use  in  Preventing  HIV  Infection  and  Other  STDs. 

If  you  would  like  more  information  or  have  personal  concerns,  call  the  CDC 
National  AIDS  Hotline  at  1-800-342-2437  (English),  1-800-344-7432 
(Spanish),  or  1-800-243-7889  (TTY). 

Question:  How  effective  are  latex  condoms  in  preventing  HTV? 

Answer:  Studies  have  shown  that  latex  condoms  are  highly  effective  in 
preventing  HIV  transmission  when  used  consistently  and  correctly.  These 
studies  looked  at  uninfected  people  considered  to  be  at  very  high  risk  of 
infection  because  they  were  involved  in  sexual  relationships  with 
HIV-infected  people.  The  studies  found  that  even  with  repeated  sexual 
contact,  98-100  percent  of  those  people  who  used  latex  condoms  correctly 
and  consistently  did  not  become  infected. 

For  more  information  on  latex  condoms  and  on  the  female  condom  and 
plastic  (polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  other  questions  about  condoms  or  reducing  risks  for  HIV,  call 
the  CDC  National  AIDS  Hotline  at  1  -800-342-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 

Question:  Is  there  a  connection  between  HIV  and  other  sexually 
transmitted  diseases? 

,    Answer:  Yes.  Having  a  sexually  transmitted  disease  (STD)  can  increase  a 
person's  risk  of  becoming  infected  with  HIV,  whether  the  STD  causes  open 
sores  or  breaks  in  the  skin  (e.g.,  syphilis,  herpes,  chancroid)  or  does  not 
cause  breaks  in  the  skin  (e.g.,  chlamydia,  gonorrhea). 

If  the  STD  infection  causes  irritation  of  the  skin,  breaks  or  sores  may  make 
it  easier  for  HIV  to  enter  the  body  during  sexual  contact.  Even  when  the 
STD  causes  no  breaks  or  open  sores,  the  infection  can  stimulate  an  immune 
response  in  the  genital  area  that  can  make  HIV  transmission  more  likely. 

In  addition,  if  an  HIV-infected  person  also  is  infected  with  another  STD, 
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that  person  is  three  to  five  times  more  likely  than  other  HIV-infected 
persons  to  transmit  HIV  through  sexual  contact. 

Not  having  (abstaining  from)  sexual  intercourse  is  the  most  effective  way  to 
avoid  STDs,  including  HIV.  For  those  who  choose  to  be  sexually  active,  the 
following  HIV  prevention  activities  are  highly  effective: 

•  Engaging  in  sex  that  does  not  involve  vaginal,  anal,  or  oral  sex, 

•  Having  intercourse  with  only  one  uninfected  partner,  or 

•  Using  latex  condoms  every  time  you  have  sex. 

For  more  information  on  latex  condoms,  the  female  condom,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

For  more  information  about  the  connection  between  HTV  and  other  STDs, 
see  The  Role  ofSTD  Testing  and  Treatment  in  HIV  Prevention. 

If  you  have  additional  questions  about  STDs,  or  have  personal  concerns, 
call  the  CDC  National  STD  Hotline  at  1-800-227-8922. 


Question:  Why  is  injecting  drugs  a  risk  for  HIV? 

Answer:  At  the  start  of  every  intravenous  injection,  blood  is  introduced  into 
needles  and  syringes.  HIV  can  be  found  in  the  blood  of  a  person  infected 
with  the  virus.  The  reuse  of  a  blood-contaminated  needle  or  syringe  by 
another  drug  injector  (sometimes  called  "direct  syringe  sharing")  carries  a 
high  risk  of  HIV  transmission  because  infected  blood  can  be  injected 
directly  into  the  bloodstream. 

In  addition,  sharing  drug  equipment  (or  "works")  can  be  a  risk  for  spreading 
HIV.  Infected  blood  can  be  introduced  into  drug  solutions  by: 

•  using  blood-contaminated  syringes  to  prepare  drugs; 

•  reusing  water; 

•  reusing  bottle  caps,  spoons,  or  other  containers  ("spoons"  and 
"cookers")  used  to  dissolve  drugs  in  water  and  to  heat  drug  solutions; 
or 

•  reusing  small  pieces  of  cotton  or  cigarette  filters  ("cottons")  used  to 
filter  out  particles  that  could  block  the  needle. 

"Street  sellers"  of  syringes  may  repackage  used  syringes  and  sell  them  as 
sterile  syringes.  For  this  reason,  people  who  continue  to  inject  drugs  should 
obtain  syringes  from  reliable  sources  of  sterile  syringes,  such  as 
pharmacies.  It  is  important  to  know  that  sharing  a  needle  or  syringe  for  any 
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use,  including  skin  popping  and  injecting  steroids,  can  put  one  at  risk  for 
HIV  and  other  blood-borne  infections. 


Question:  How  can  people  who  use  injection  drugs  reduce  their  risk  for 
HIV  infection? 

Answer:  The  CDC  recommends  that  people  who  inject  drugs  should  be 
regularly  counseled  to: 

•  Stop  using  and  injecting  drugs. 

•  Enter  and  complete  substance  abuse  treatment,  including  relapse 
prevention. 

For  injection  drug  users  who  cannot  or  will  not  stop  injecting  drugs,  the 
following  steps  may  be  taken  to  reduce  personal  and  public  health  risks: 

•  Never  reuse  or  "share"  syringes,  water,  or  drug  preparation 
equipment. 

•  Only  use  syringes  obtained  from  a  reliable  source  (such  as 
pharmacies  or  needle  exchange  programs). 

•  Use  a  new,  sterile  syringe  to  prepare  and  inject  drugs. 

•  If  possible,  use  sterile  water  to  prepare  drugs;  otherwise,  use  clean 
water  from  a  reliable  source  (such  as  fresh  tap  water). 

•  Use  a  new  or  disinfected  container  ("cooker")  and  a  new  filter 
("cotton")  to  prepare  drugs. 

•  Clean  the  injection  site  prior  to  injection  with  a  new  alcohol  swab. 

•  Safely  dispose  of  syringes  after  one  use. 

If  new,  sterile  syringes  and  other  drug  preparation  and  injection  equipment 
are  not  available,  then  previously  used  equipment  should  be  boiled  in  water 
or  disinfected  with  bleach  before  reuse.  More  information  on  reducing  HIV 
risks  associated  with  drug  infection  is  contained  in  the  HIV  Prevention 
Bulletin:  Medical  Advice  For  Persons  Who  Inject  Illicit  Drugs  (May  9, 
1997). 

Injection  drug  users  and  their  sex  partners  also  should  take  precautions, 
such  as  using  condoms  consistently  and  correctly,  to  reduce  risks  of  sexual 
transmission  of  HIV.  For  more  information  on  condoms,  see  Facts  about 
Condoms  and  Their  Use  in  Preventing  HIV  Infection  and  Other  STDs. 

Persons  who  continue  to  inject  drugs  should  periodically  be  tested  for  HIV. 
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Question:  Can  I  get  HIV  from  getting  a  tattoo  or  through  body 
piercing? 

Answer:  A  risk  of  HIV  transmission  does  exist  if  instruments  contaminated 
with  blood  are  either  not  sterilized  or  disinfected  or  are  used  inappropriately 
between  clients.  CDC  recommends  that  instruments  that  are  intended  to 
penetrate  the  skin  be  used  once,  then  disposed  of  or  thoroughly  cleaned  and 
sterilized. 

Personal  service  workers  who  do  tattooing  or  body  piercing  should  be 
educated  about  how  HIV  is  transmitted  and  take  precautions  to  prevent 
transmission  of  HIV  and  other  blood-bome  infections  in  their  settings.  If 
you  are  considering  getting  a  tattoo  or  having  your  body  pierced,  ask  staff  at 
the  establishment  what  procedures  they  use  to  prevent  the  spread  of  HTV 
and  other  blood-borne  infections,  such  as  hepatitis  B  virus.  You  also  may 
call  the  local  health  department  to  find  out  what  sterilization  procedures  are 
in  place  in  the  local  area  for  these  types  of  establishments. 

Question:  Are  health  care  workers  at  risk  of  getting  HTV  on  the  job? 

Answer:  The  risk  of  health  care  workers  getting  HIV  on  the  job  is  very  low, 
especially  if  they  carefully  follow  universal  precautions  (i.e.,  using 
protective  practices  and  personal  protective  equipment  to  prevent  HTV  and 
other  blood-borne  infections).  It  is  important  to  remember  that  casual, 
everyday  contact  with  an  HIV-infected  person  does  not  expose  health  care 
workers  or  anyone  else  to  HIV.  For  health  care  workers  on  the  job,  the  main 
risk  of  HIV  transmission  is  through  accidental  injuries  from  needles  and 
other  sharp  instruments  that  may  be  contaminated  with  the  virus.  Even  this 
risk  is  small,  however.  Scientists  estimate  that  the  risk  of  infection  from  a 
needle  jab  is  less  than  1  percent,  a  figure  based  on  the  findings  of  several 
studies  of  health  care  workers  who  received  punctures  from 
HTV-contaminated  needles  or  were  otherwise  exposed  to  HIV-contaminated 
blood. 

For  more  information  on  universal  precautions  or  occupational  risks  of  HIV 
exposure,  call  the  CDC  National  Prevention  Information  Network 
(operators  of  the  National  AIDS  Clearinghouse)  at  1-800-458-5231. 

Question:  Are  patients  in  a  dentist's  or  doctor's  office  at  risk  of  getting 
HIV? 

Answer:  Although  HIV  transmission  is  possible  in  health  care  settings,  it  is 
extremely  rare.  Medical  experts  emphasize  that  the  careful  practice  of 
infection  control  procedures,  including  universal  precautions,  protects 
patients  as  well  as  health  care  providers  from  possible  FIIV  infection  in 
medical  and  dental  offices. 

In  1990,  the  CDC  reported  on  an  HIV-infected  dentist  in  Florida  who 
apparently  infected  some  of  his  patients  while  doing  dental  work.  Studies  of 
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viral  DNA  sequences  linked  the  dentist  to  six  of  his  patients  who  were  also 
HIV-infected.  The  CDC  has  as  yet  been  unable  to  establish  how  the 
transmission  took  place. 

Further  studies  of  more  than  22,000  patients  of  63  health  care  providers 
who  were  HIV-infected  have  found  no  further  evidence  of  transmission 
from  provider  to  patient  in  health  care  settings. 

For  more  information  on  universal  precautions  or  occupational  risks  of  HIV 
exposure,  call  the  CDC  National  Prevention  Information  Network 
(operators  of  the  National  AIDS  Clearinghouse)  at  1-800-458-5231. 

Question:  Should  I  be  concerned  about  getting  infected  with  HIV  while 
playing  sports? 

Answer:  There  are  no  documented  cases  of  HIV  being  transmitted  during 
participation  in  sports.  The  very  low  risk  of  transmission  during  sports 
participation  would  involve  sports  with  direct  body  contact  in  which 
bleeding  might  be  expected  to  occur. 

If  someone  is  bleeding,  their  participation  in  the  sport  should  be  interrupted 
until  the  wound  stops  bleeding  and  is  both  antiseptically  cleaned  and 
securely  bandaged.  There  is  no  risk  of  HIV  transmission  through  sports 
activities  where  bleeding  does  not  occur. 

Question:  Can  I  get  HIV  from  casual  contact  (shaking  hands,  hugging, 
using  a  toilet,  drinking  from  the  same  glass,  or  the  sneezing  and 
coughing  of  an  infected  person)? 

Answer:  No.  HIV  is  not  transmitted  by  day-to-day  contact  in  the 
workplace,  schools,  or  social  settings.  HIV  is  not  transmitted  through 
shaking  hands,  hugging,  or  a  casual  kiss.  You  cannot  become  infected  from 
a  toilet  seat,  a  drinking  fountain,  a  door  knob,  dishes,  drinking  glasses,  food, 
or  pets. 

A  small  number  of  cases  of  transmission  have  been  reported  in  which  a 
person  became  infected  with  HIV  as  a  result  of  contact  with  blood  or  other 
body  secretions  from  an  HIV-infected  person  in  the  household.  Although 
contact  with  blood  and  other  body  substances  can  occur  in  households, 
transmission  of  HIV  is  rare  in  this  setting.  However,  persons  infected  with 
HIV  and  persons  providing  home  care  for  those  who  are  HIV-infected 
should  be  fully  educated  and  trained  regarding  appropriate  infection-control 
techniques. 

HTV  is  not  an  airborne  or  food-bome  virus,  and  it  does  not  live  long  outside 
the  body.  HTV  can  be  found  in  the  blood,  semen,  or  vaginal  fluid  of  an 
infected  person.  The  three  main  ways  HIV  is  transmitted  are: 

1.  Through  having  sex  (anal,  vaginal,  or  oral)  with  someone  infected 
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with  HIV. 

2.  Through  sharing  needles  and  syringes  with  someone  who  has  HIV. 

3.  Through  exposure  (in  the  case  of  infants)  to  HIV  before  or  during 
birth,  or  through  breast  feeding. 

For  more  information  about  HIV  transmission,  see  Facts  about  the  Human 
Immunodeficiency  Virus  and  Its  Transmission. 

For  more  information  about  providing  home  care  or  living  with  a  person 
who  is  HIV-infected,  call  the  CDC  National  Prevention  Information 
Network  (operators  of  the  National  AIDS  Clearinghouse)  at 
1-800-458-5231  and  ask  for  the  publication  "Caring  for  Someone  with 
AIDS:  Information  for  Friends,  Relatives,  Household  Members,  and  Others 
Who  Care  for  a  Person  With  AIDS  at  Home." 


Question:  Can  I  get  infected  with  HTV  from  mosquitoes? 

Answer:  No.  From  the  start  of  the  HIV  epidemic  there  has  been  concern 
about  HIV  transmission  of  the  virus  by  biting  and  bloodsucking  insects, 
such  as  mosquitoes.  However,  studies  conducted  by  the  CDC  and  elsewhere 
have  shown  no  evidence  of  HIV  transmission  through  mosquitoes  or  any 
other  insects  ~  even  in  areas  where  there  are  many  cases  of  AIDS  and  large 
populations  of  mosquitoes.  Lack  of  such  outbreaks,  despite  intense  efforts 
to  detect  them,  supports  the  conclusion  that  HTV  is  not  transmitted  by 
insects. 

The  results  of  experiments  and  observations  of  insect  biting  behavior 
indicate  that  when  an  insect  bites  a  person,  it  does  not  inject  its  own  or  a 
previously  bitten  person's  or  animal's  blood  into  the  next  person  bitten. 
Rather,  it  injects  saliva,  which  acts  as  a  lubricant  so  the  insect  can  feed 
efficiently.  Diseases  such  as  yellow  fever  and  malaria  are  transmitted 
through  the  saliva  of  specific  species  of  mosquitoes.  However,  HIV  lives 
for  only  a  short  time  inside  an  insect  and,  unlike  organisms  that  are 
transmitted  via  insect  bites,  HIV  does  not  reproduce  (and  does  not  survive) 
in  insects.  Thus,  even  if  the  virus  enters  a  mosquito  or  another  insect,  the 
insect  does  not  become  infected  and  cannot  transmit  HIV  to  the  next  human 
it  bites. 

There  also  is  no  reason  to  fear  that  a  mosquito  or  other  insect  could  transmit 
HIV  from  one  person  to  another  through  HIV-infected  blood  left  on  its 
mouth  parts.  Several  reasons  help  explain  why  this  is  so.  First,  infected 
people  do  not  have  constantly  high  levels  of  HIV  in  their  blood  streams. 
Second,  insect  mouth  parts  retain  only  very  small  amounts  of  blood  on  their 
surfaces.  Finally,  scientists  who  study  insects  have  determined  that  biting 
insects  normally  do  not  travel  from  one  person  to  the  next  immediately  after 
ingesting  blood.  Rather,  they  fly  to  a  resting  place  to  digest  the  blood  meal. 
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In  the  United  States,  the  impact  of  HTV  and  ADDS  in 
the  African  American  community  has  been  devastating. 
Through  December  2000,  CDC  had  received  reports 
of 774,467  AIDS  cases  -  of  those,  292,522  cases 
occurred  among  African  Americans.  Representing  only 
an  estimated  12%  of  the  total  U.S.  population,  African 
Americans  make  up  almost  38%  of  all  AIDS  cases 
'  reported  in  this  country.  Of  persons  infected  with  HIV, 
it  is  estimated  that  almost  1 29,000  African  Americans 
were  living  with  AIDS  at  the  end  of  1 999. 


Proportion  of  AIDS  Cases,  by  Race/Ethnicity  and 
Year  of  Report,1985  -  2000,  United  States 
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In  2000,  more  African  Americans  were  reported 
with  AIDS  than  any  other  racial/ethnic  group. 

#  1 9,890  cases  were  reported  among  African  Ameri 
cans,  representing  nearly  half  (47%)  of  the  42, 1 56 
AIDS  cases  reported  that  year. 

#  Almost  two-thirds  (63%)  of  all  women  reported 
with  AIDS  were  African  American. 

#  African  American  children  also  represented  almost 
two-thirds  (65%)  of  all  reported  pediatric  AIDS 
cases. 

#  The  2000  rate  of  reported  AIDS  cases  among 
African  Americans  was  58.1  per  1 00,000  popula 
tion,  more  than  2  times  the  rate  for  Hispanics  and  8 
times  the  rate  for  whites. 


Data  on  HIV  and  AIDS  diagnoses  in  25  states  with 
integrated  reporting  systems  show  the  increased 
impact  of  the  epidemic  on  the  African  American 
community  in  the  last  few  years.  In  these  states,  during 
the  period  from  January  1 996  through  June  1 999, 
African  Americans  represented  a  high  proportion 
(50%)  of  all  AIDS  diagnoses,  but  an  even  greater 
proportion  (57%)  of  all  HTV  diagnoses.  And  among 
young  people  (ages  13  to  24),  65%  of  the  HIV 
diagnoses  were  among  African  Americans. 

Prevention  Efforts  Must  Focus  on 
High-Risk  Behaviors 

Adult/Adolescent  Men.  Among  African  American 
men  reported  with  AIDS,  men  who  have  sex  with  men 
(MSM)  represent  the  largest  proportion  (37%)  of 
reported  cases  since  the  epidemic  began.  The  second 
most  common  exposure  category  for  African  Ameri- 
can men  is  injection  drug  use  (34%),  and  heterosexual 
exposure  accounts  for  8%  of  cumulative  cases. 

Adult/Adolescent  Women.  Among  African  American 
women  reported  with  AIDS,  injection  drug  use  has 
accounted  for  4 1  %  of  all  AIDS  case  reports  since  the 
epidemic  began,  with  38%  due  to  heterosexual 
contact. 

interrelated  Prevention  Challenges 
in  African  American  Communities 

Looking  at  select  seroprevalence  studies  among  high- 
risk  populations  gives  an  even  clearer  picture  of  why 
the  epidemic  continues  to  spread  in  communities  of 
color.  The  data  suggest  that  three  interrelated  issues 
play  a  role — the  continued  health  disparities  between 
economic  classes,  the  challenges  related  to  controlling 
substance  abuse,  and  the  intersection  of  substance 
abuse  with  the  epidemic  of  HTV  and  other  sexually 
transmitted  diseases  (STDs). 
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#  Substance  abuse  is  fueling  the  sexual  spread 
of  HIV  in  the  United  States,  especially  in 
minority  communities  with  high  rates  of  STDs. 

Studies  of  HTV  prevalence  among  patients  in  drug 
treatment  centers  and  STD  clinics  find  the  rates  of 
HTV  infection  among  African  Americans  to  be 
significantly  higher  than  those  among  whites. 
Sharing  needles  and  trading  sex  for  drugs  are  two 
ways  that  substance  abuse  can  lead  to  HTV  and 
other  STD  transmission,  putting  sex  partners  and 
children  of  drug  users  at  risk  as  well.  Comprehen- 
sive programs  for  drug  users  must  provide  the 
information,  skills,  and  support  necessary  to  reduce 
both  injection-related  and  sexual  risks.  At  the  same 
time,  HTV  prevention  and  treatment,  substance 
abuse  prevention,  and  sexually  transmitted  disease 
treatment  and  prevention  services  must  be  better 
integrated  to  take  advantage  of  the  multiple  oppor- 
tunities for  intervention. 

#  Prevention  efforts  must  be  improved  and 
sustained  for  young  gay  men.  In  a  sample  of 
young  men  who  have  sex  with  men  (ages  1 5-22)  in 


seven  urban  areas,  researchers  found  that,  overall, 
7%  were  infected  with  HTV  (range,  2%-12%).  A 
significantly  higher  percentage  of  African  American 
MSM  ( 1 4%)  than  white  MSM  (3%)  were  infected. 

It  is  clear  that  the  public  sector  alone  cannot  success- 
fully combat  HTV  and  AIDS  in  the  African  American 
community.  Overcoming  the  current  barriers  to  HTV 
prevention  and  treatment  requires  that  local  leaders 
acknowledge  the  severity  of  the  continuing  epidemic 
among  African  Americans  and  play  an  even  greater 
role  in  combating  HTV/AIDS  in  their  own  communi- 
ties. Additionally,  HTV  prevention  strategies  known  to 
be  effective  (both  behavioral  and  biomedical)  must  be 
available  and  accessible  for  all  populations  at  risk. 

For  information  about  national  HIV  prevention 
activities,  see  the  following  CDC  fact  sheets: 

•  "CDC's  Role  in  HTV  and  AIDS  Prevention" 

•  "Linking  Science  and  Prevention  Programs — 
The  Need  for  Comprehensive  Strategies" 


For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 
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HIV/AIDS  Among  Hispanics 
in  the  United  States 


The  United  States  has  a  large  and  growing  Hispanic 
population  that  is  heavily  affected  by  the  HTV/AIDS 
epidemic.  In  2000,  Hispanics  represented  1 3%  of  the 
U.S.  population  (including  residents  of  Puerto  Rico), 
but  accounted  for  1 9%  of  the  total  number  of  new 
U.S.  AIDS  cases  reported  that  year  (8,173  of  42,156 
cases).  The  AIDS  incidence  rate  per  1 00,000  popula- 
tion (the  number  of  new  cases  of  a  disease  that  occur 
during  a  specific  time  period)  among  Hispanics  in 
2000  was  22.5,  more  than  3  times  the  rate  for  whites 
(6.6),  but  lower  than  the  rate  for  African  Americans 
(58.1). 

Hispanics  in  the  United  States  include  a  diverse 
mixture  of  ethnic  groups  and  cultures.  As  shown  in  the 
chart,  HTV  exposure  risks  for  U.S.-born  Hispanics 
and  Hispanics  bom  in  other  countries  vary  greatly, 
indicating  a  need  for  specifically  targeted  prevention 
efforts  (Table  1 9,  HTV/AIDS  Surveillance  Report, 
2000  Year-end  Edition,  Vol.  1 2,  No.  2). 

Historical  Trends  in  AIDS  Cases 
Among  Hispanics  in  the  U.S. 

Between  1 993  and  1 999,  the  number  of  persons  living 
with  AIDS  increased,  as  a  result  of  the  1 993  ex- 
panded AIDS  case  definition  and,  more  recently, 
improved  survival  among  those  who  have  benefited 
from  the  new  combination  drug  therapies.  During  that 
period,  the  characteristics  of  persons  living  with  AIDS 
were  changing,  reflecting  an  expansion  of  the  epi- 
demic, particularly  in  minority  populations.  In  1 993, 
1 8%  of  those  estimated  to  be  living  with  AIDS  were 
Hispanic,  while  in  1999, 20%  were  Hispanic.  In 
comparison,  non-Hispanic  whites  represented  46%  of 
people  estimated  to  be  living  with  AIDS  in  1 993,  but 
only  38%  in  1999. 

Cumulatively,  males  account  for  the  largest  proportion 
(8 1  %)  of  AIDS  cases  reported  among  Hispanics  in 
the  United  States,  although  the  proportion  of  cases 


among  females  is  rising.  Females  represent  19%  of 
cumulative  AIDS  cases  among  Hispanics,  but  account 
for  23%  of  cases  reported  in  2000  alone.  Sixty 
percent  of  Hispanics  reported  with  AIDS  in  2000 
were  bom  in  the  U.S.;  of  those,  42%  were  bom  in 
Puerto  Rico. 

Proportion  of  U.S.  AIDS  Cases 
Reported  in  2000  Among  Selected  Hispanics 
by  Exposure  Category  and  Place  of  Birth 
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From  the  beginning  of  the  epidemic  through  December 
2000, 1 1 4,0 1 9  Hispanic  men  have  been  reported  with 
AIDS  in  the  United  States.  Of  these  cases,  men  who 
have  sex  with  men  (MSM)  represent  42%,  injection 
drug  users  (IDUs)  account  for  35%,  and  6%  of  cases 
were  due  to  heterosexual  contact.  About  7%  of  cases 
were  among  Hispanic  men  who  both  had  sex  with  men 
and  injected  drugs.  Among  men  bom  in  Puerto  Rico, 
however,  injection  drug  use  accounts  for  a  significantly 
higher  proportion  of  cases  than  male-male  sex. 

For  adult  and  adolescent  Hispanic  women,  hetero- 
sexual contact  accounts  for  the  largest  proportion 
(47%)  of  cumulative  AIDS  cases,  most  of  which  are 
linked  to  sex  with  an  injection  drug  user.  Injection  drug 
use  accounts  for  an  additional  40%  of  AIDS  cases 
among  U.S.  Hispanic  women. 

Building  Better  Prevention 
Programs  for  Hispanics 

While  race  and  ethnicity  alone  are  not  risk  factors  for 
HTV  infection,  underlying  social  and  economic  condi- 
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tions  (such  as  language  or  cultural  diversity,  higher 
rates  of  poverty  and  substance  abuse,  or  limited 
access  to  or  use  of  health  care)  may  increase  the  risk 
for  infection  in  some  Hispanic  American  communities. 

#  Transmission  related  to  substance  abuse 
continues  to  be  a  significant  problem  among 
Hispanics  living  in  the  United  States,  especially 
among  those  of  Puerto  Rican  origin.  Studies  of 
patients  in  drug  treatment  centers  find  HTV  preva- 
lence among  Hispanics  to  be  substantially  higher  in 
some  regions  Of  the  country,  particularly  the  North- 
east and  Midwest.  Comprehensive  programs  for 
drug  users  must  provide  the  information,  skills,  and 
support  necessary  to  reduce  both  injection-related 
and  sexual  risks.  In  addition,  HIV  prevention  and 
treatment,  substance  abuse  prevention,  and  sexually 
transmitted  disease  treatment  and  prevention 
services  must  be  better  integrated  to  take  advan- 
tage of  the  multiple  opportunities  for  intervention. 

#  Prevention  messages  must  be  tailored  to  the 
affected  communities.  Hispanic  populations  need 
interventions  that  ( 1 )  are  consistent  with  their  values 
and  beliefs  and  (2)  include  skills-building  activities 
to  facilitate  changes  in  sexual  behavior.  Further, 
because  the  HTV/ATDS  epidemic  among  Hispanics 


living  in  the  U.S.  reflects  to  a  large  extent  the 
exposure  modes  and  cultural  modes  of  the  individu- 
als' birthplaces,  an  understanding  of  these  behav- 
iors and  differences  is  important  in  targeting  pre- 
vention efforts.  For  example,  some  high-risk 
behaviors  associated  with  drug  abuse  (such  as  use 
of  shooting  galleries)  may  be  more  predominant 
among  Puerto  Rico-bom  Hispanics  than  among 
other  Hispanics.  Therefore,  for  these  populations, 
prevention  strategies  should  emphasize  (1)  prevent- 
ing and  treating  substance  abuse  and  (2)  decreasing 
needle-sharing  and  the  use  of  shooting  galleries. 
For  Hispanics  born  in  Mexico,  Cuba,  and  Central 
and  South  America,  CDC  data  indicate  that  male- 
male  sex  is  the  primary  mode  of  HTV  transmission. 
Messages  targeted  to  these  populations  must  be 
based  on  an  understanding  of  their  cultural  attitudes 
toward  homosexuality  and  bisexuality,  which  may 
be  different  from  those  of  other  populations  at  high 
risk  for  infection. 

To  improve  prevention  programs  in  Hispanic  commu- 
nities across  the  United  States,  in  addition  to  address- 
ing underlying  social  and  economic  conditions,  we 
must  apply  the  lessons  we  have  already  learned  about 
the  design  of  culturally  appropriate  HTV  prevention 
efforts  for  each  Hispanic  population. 


For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 
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Need  for  Sustained  HIV  Prevention 
Among  Men  who  Have  Sex  with  Men 


In  the  United  States,  HTV-related  illness  and  death 
historically  have  had  a  tremendous  impact  on  men 
who  have  sex  with  men  (MSM).  Even  though  the  toll 
of  the  epidemic  among  injection  drug  users  (TDUs)  and 
heterosexuals  has  increased  during  the  last  decade, 
MSM  continue  to  account  for  the  largest  number  of 
people  reported  with  AIDS  each  year.  In  2000  alone, 
1 3,562  AIDS  cases  were  reported  among  MSM, 
compared  with  8,53 1  among  IDUs  and  6,530  among 
men  and  women  who  acquired  HIV  heterosexually. 

Overall,  the  number  of  MSM  of  all  races  and 
ethnicities  who  are  living  with  AIDS  has  increased 
steadily,  partly  as  a  result  of  the  1 993  expanded 
AIDS  case  definition  and,  more  recently,  of  improved 
survival.  (See  chart  below.) 


Estimated  Number  of  U.S.  Adult/ 
Adolescent  MSM  Living  with  AIDS 
by  Year,  1994-1999,  United  States 
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Continuing  Risk  Among 
Young  MSM 

Abundant  evidence  shows  a  need  to  sustain  preven- 
tion efforts  for  each  generation  of  young  gay  and 
bisexual  men.  We  cannot  assume  that  the  positive 
attitudinal  and  behavioral  change  seen  among  older 
men  also  applies  to  younger  men.  Recent  data  on  HTV 
prevalence  and  risk  behaviors  suggest  that  young  gay 
and  bisexual  men  continue  to  place  themselves  at 
considerable  risk  for  HIV  infection  and  other  sexually 
transmitted  diseases  (STDs). 


□  Ongoing  studies  show  that  both  HTV  prevalence 
ratio  (the  proportion  of  people  living  with  HIV  in 
a  population)  and  prevalence  of  risk  behaviors 
remain  high  among  some  young  MSM.  In  a 
sample  of  MSM  1 5-22  years  old  in  seven  urban 
areas,  CDC  researchers  found  that,  overall,  7% 
already  were  infected  with  HTV  Higher  percent- 
ages of  African  Americans  ( 1 4%)  and  Hispanics 
(7%)  were  infected  than  were  whites  (3%). 

□  In  the  34  areas  with  confidential  HTV  reporting, 
data  show  that  substantial  numbers  of  MSM  still 
are  being  infected,  especially  young  men.  In 
2000, 59%  of  reported  HTV  infections  among 
adolescent  males  aged  13-19  and  53%  of  cases 
among  men  aged  20-24  were  attributed  to  male- 
to-male  sexual  contact. 

□  Research  among  gay  and  bisexual  men  suggests 
that  some  individuals  are  now  less  concerned 
about  becoming  infected  than  in  the  past  and 
may  be  inclined  to  take  more  risks.  This  is 
backed  up  by  reported  increases  in  gonorrhea 
among  gay  men  in  several  large  U.S.  cities 
between  1993  and  1996.  Despite  medical 
advances,  HTV  infection  remains  a  serious, 
usually  fatal  disease  that  requires  complex, 
costly,  and  difficult  treatment  regimens  that  do 
not  work  for  everyone.  As  better  treatment 
options  are  developed,  we  must  not  lose  sight  of 
the  fact  that  preventing  HTV  infection  in  the  first 
place  precludes  the  need  for  people  to  undergo 
these  difficult  and  expensive  therapies. 

These  data  highlight  the  need  to  design  more 
effective  prevention  efforts  for  gay  and  bisexual 
men  of  color.  The  involvement  of  community  and 
opinion  leaders  in  prevention  efforts  will  be  critical 
for  overcoming  cultural  barriers  to  prevention, 
including  homophobia.  For  example,  there  remains 
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a  tremendous  stigma  to  acknowledging  gay  and 
bisexual  activity  in  African  American  and  Hispanic 
communities. 

Need  to  Combat  Other  STDs 

Studies  among  MSM  who  are  treated  in  STD  clinics 
have  shown  consistently  high  percentages  of  HTV 
infection,  ranging  from  nearly  4%  in  Seattle  to  a  high  of 
almost  36%  in  Atlanta.  (See  CDC's  National  HIV 
Prevalence  Surveys,  1997  Summary,  Table  1 .)  Some 
studies  have  shown  that  the  likelihood  of  both  acquir- 
ing and  spreading  HTV  is  2-5  times  greater  in  people 
with  STDs,  and  that  aggressively  treating  STDs  in  a 
community  may  help  to  reduce  the  rate  of  new  HTV 
( infections.  Along  with  prompt  attention  to  and  treat- 
ment of  STDs,  efforts  to  reduce  the  behaviors  that 
spread  STDs  are  critical. 


Prevention  Services  Must  Reach 
Both  Uninfected  and  Infected 

Research  has  shown  that  high-risk  behavior  is  continu- 
ing in  some  populations  of  MSM,  including  those  who 
are  infected  with  HTV.  Because  HIV-infected  gay  and 
bisexual  men  are  living  longer  and  healthier  lives, 
greater  efforts  must  be  made  to  reach  them  with 
behavioral  interventions  that  can  help  them  protect 
their  own  health  and  prevent  transmission  to  others. 

For  information  about  national  HIV  prevention 
activities,  see  the  following  CDC  fact  sheets: 

■  "CDC's  Role  in  HTV  and  AIDS  Prevention" 

■  "Linking  Science  and  Prevention  Programs — 
The  Need  for  Comprehensive  Strategies" 


For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

RO.  Box  6003. 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.qdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 
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Drug-Associated  HIV  Transmission 
Continues  in  the  United  States 


Sharing  syringes  and  other  equipment  for  drug  injec- 
tion is  a  well  known  route  of  HTV  transmission,  yet 
injection  drug  use  contributes  to  the  epidemic' s 
spread  far  beyond  the  circle  of  those  who  inject. 
People  who  have  sex  with  an  injection  drug  user 
(IDU)  also  are  at  risk  for  infection  through  the  sexual 
transmission  of  HTV.  Children  bom  to  mothers  who 
contracted  HTV  through  sharing  needles  or  having  sex 
with  an  IDU  may  become  infected  as  well. 

Since  the  epidemic  began,  injection  drug  use  has 
directly  and  indirectly  accounted  for  more  than  one- 
third  (36%)  of  AIDS  cases  in  the  United  States.  This 
disturbing  trend  appears  to  be  continuing.  Of  the 
42,1 56  new  cases  of  AIDS  reported  in  2000, 1 1 ,635 
(28%)  were  IDU-associated. 


Proportion  of  IDU  Associated 
AIDS  Cases,  by  Exposure  Category, 
Reported  in  2000,  United  States 


partners 
1% 


Racial  and  ethnic  minority  populations  in  the  United 
States  are  most  heavily  affected  by  IDU-associated 
AIDS.  In  2000,  IDU-associated  AIDS  accounted  for 
26%  of  all  AIDS  cases  among  African  American  and 
3 1  %  among  Hispanic  adults  and  adolescents,  com- 
pared with  1 9%  of  all  cases  among  white  adults/ 
adolescents. 

IDU-associated  AIDS  accounts  for  a  larger  propor- 
tion of  cases  among  adolescent  and  adult  women  than 
among  men.  Since  the  epidemic  began,  57%  of  all 


AIDS  cases  among  women  have  been  attributed  to 
injection  drug  use  or  sex  with  partners  who  inject 
drugs,  compared  with  3 1  %  of  cases  among  men. 

Noninjection  drugs  (such  as  "crack"  cocaine)  also 
contribute  to  the  spread  of  the  epidemic  when  users 
trade  sex  for  drugs  or  money,  or  when  they  engage  in 
risky  sexual  behaviors  that  they  might  not  engage  in 
when  sober.  One  CDC  study  of  more  than  2,000 
young  adults  in  three  inner-city  neighborhoods  found 
that  crack  smokers  were  three  times  more  likely  to  be 
infected  with  HTV  than  non-smokers. 

Strategies  for  IDUs  Must  Be 
Comprehensive 

Comprehensive  HTV  prevention  interventions  for 
substance  abusers  must  provide  education  on  how  to 
prevent  transmission  through  sex. 

Numerous  studies  have  documented  that  drug  users 
are  at  risk  for  HTV  through  both  drug-related  and 
sexual  behaviors,  which  places  their  partners  at  risk  as 
well.  Comprehensive  programs  must  provide  the 
information,  skills,  and  support  necessary  to  reduce 
both  risks.  Researchers  have  found  that  many  inter- 
ventions aimed  at  reducing  sexual  risk  behaviors 
among  drug  users  have  significantly  increased  the 
practice  of  safer  sex  (e.g.,  using  condoms,  avoiding 
unprotected  sex)  among  participants. 

Drug  abuse  treatment  is  HIV  prevention, 
but  drug  treatment  slots  are  scarce. 

In  the  United  States,  drug  use  and  dependence  are 
widespread  in  the  general  population.  Experts  gener- 
ally agree  that  there  are  about  1  million  active  IDUs  in 
this  country,  as  well  as  many  others  who  use 
noninjection  drugs  or  abuse  alcohol.  Clearly,  the  need 
for  substance  abuse  treatment  vastly  exceeds  our 
capacity  to  provide  it.  Effective  substance  abuse 
treatment  that  helps  people  stop  using  drugs  not  only 
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eliminates  the  risk  of  HTV  transmission  from  sharing 
contaminated  syringes,  but,  for  many,  reduces  the  risk 
of  engaging  in  risky  behaviors  that  might  result  in 
sexual  transmission. 

For  injection  drug  users  who  cannot  or  will 
not  stop  injecting  drugs,  using  sterile 
needles  and  syringes  only  once  remains 
the  safest,  most  effective  approach  for 
limiting  HIV  transmission. 

To  rninimize  the  risk  of  HTV  transmission,  IDUs  must 
have  access  to  interventions  that  can  help  them  protect 
their  health.  They  must  be  advised  to  always  use  sterile 
injection  equipment;  warned  never  to  reuse  needles, 
( syringes,  and  other  injection  equipment;  and  told  that 
using  syringes  that  have  been  cleaned  with  bleach  or 
other  disinfectants  is  not  as  safe  as  using  new,  sterile 
syringes. 

Having  access  to  sterile  injection 
equipment  is  important,  but  it  is  not 
enough. 

Preventing  the  spread  of  HTV  through  injection  drug 
use  requires  a  comprehensive  approach  that  incorpo- 
rates several  basic  principles: 

■  ensure  coordination  and  collaboration  among  all 
providers  of  services  to  IDUs,  their  sex  partners, 
and  their  children, 

■  ensure  coverage,  access  to,  and  quality  of 
interventions, 


■  recognize  and  overcome  stigma  associated  with 
injection  drug  use,  and 

■  tailor  services  and  programs  to  the  diverse 
populations  and  characteristics  of  IDUs. 

Strategies  for  prevention  should  include: 

■  preventing  initiation  of  drug  injection, 

■  using  community  outreach  programs  to  reach  drug 
users  on  the  streets, 

■  improving  access  to  high  quality  substance  abuse 
treatment  programs, 

■  instituting  HTV  prevention  programs  in  jails  and 
prisons, 

■  providing  health  care  for  HIV-infected  IDUs,  and 

■  making  HTV  risk-reduction  counseling  and  testing 
available  for  IDUs  and  their  sex  partners. 

Better  integration  of  all  prevention  and 
treatment  services  is  critically  needed. 

HTV  prevention  and  treatment,  substance  abuse 
prevention,  and  sexually  transmitted  disease  treatment 
and  prevention  services  must  be  better  integrated  to 
take  advantage  of  the  multiple  opportunities  for 
intervention — first,  to  help  the  uninfected  stay  that 
way;  second,  to  help  infected  people  stay  healthy;  and 
third,  to  help  infected  individuals  initiate  and  sustain 
behaviors  that  will  keep  themselves  safe  and  prevent 
transmission  to  others. 


'  For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 

1-800-342-ATDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 
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Older  Americans  and  HIV 


Individuals  aged  50  and  older  account  for  over 
11%  (81,000)  of  AIDS  cases  in  the  United 
States.  According  to  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  AIDS  cases  among 
individuals  over  the  age  of  50  have  increased  22% 
since  1991.  The  CDC  also  estimates  that  14%  of  all 
individuals  living  with  HIV  infection  are  over  the 
age  of  50.  Notably,  in  the  state  of  Florida,  25%  of 
all  HIV  cases  occur  in  older  heterosexuals.  Surveys 
reveal  that  the  older  American  population  does  not 
view  itself  at  risk  for  HIV  transmission  and  is  also 
less  likely  to  take  precautions  to  protect  against  HIV 
infection.  Older  Americans  encounter  two  stigmas 
related  to  HIV/AIDS:  First,  they  face  AIDS-related 
stigma  as  people  are  reluctant  to  discuss  HIV/AIDS, 
disclose  their  status  and  consequently  inform  others 
that  they  are  living  with  HIV/AIDS.  Secondly,  older 
individuals  face  ageism  in  general.  They 
may  be  misdiagnosed  by  medical 
professionals  and  have  limited  access  to 
HIV  tests,  information  and  age 
appropriate  messages.  Between  limited 
HIV  prevention  programs  for  people  over 
50  and  the  stigma  surrounding  the  virus, 
older  people  are  increasingly  susceptible 
to  HIV/AIDS. 


were  previously  living  with  HIV  and  have  aged  into 
this  population  group,  the  majority  of  HIV  and  AIDS 
infections  among  older  Americans  are  new 
infections. 

Medical  Attention 

Since  older  individuals  often  face  a  host  of  health 
issues,  medical  providers  may  not  distinguish  HIV- 
related  illnesses  from  other  age-related  symptoms. 
For  example,  some  doctors  mistakenly  assume  that 
night  sweats  and  depression  are  only  symptoms  of 
menopause  rather  than  HIV/AIDS.  Other  physicians 
have  diagnosed  AIDS-related  dementia  or 

» 

neuropathy  incorrectly  as  early  onset  Alzheimer's 
disease.  Ultimately,  HIV/AIDS  misdiagnosis  occurs 
much  more  frequently  among  older  Americans. 


AIDS  cases 
among 
individuals  over 
the  age  of  50 
have  increased 
22%  since 
1991. 


The  predominant  mode  of  HIV  transmission  among 
older  Americans  is  through  men  who  have  sex  with 
men;  however,  a  significant  number  of  older 
Americans  are  exposed  to  the  virus  through 
heterosexual  contact  as  well  as  injection  drug  use. 
While  some  people  living  with  HIV/AIDS  over  50 


Doctors  and  other  medical  personnel  may 
underestimate  the  HIV-related 
consequences  of  risky  behavior  for  older 
Americans.  Physicians  may  wrongfully 
assume  that  older  individuals  are  not 
sexually  active  or  involved  in  injecting  drug 
use.  Studies  indicate  that  40%  of  primary 
care  physicians  do  not  assess  HIV  risk  in 
persons  over  50.  Yet  the  University  of  Chicago 
conducted  a  survey  on  the  sexual  behaviors  of  older 
individuals  and  found  that  60%  of  men  and  37%  of 
women  reported  engaging  in  sexual  intercourse  a 
few  times  per  month. 
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Prevention 

Many  people  assume  that  older  people  are  immune 
to  HIV/AIDS — including  older  Americans 
themselves.  To  combat  the  spread  of  HIV/AIDS 
among  this  population,  the  National  Institute  on 
Aging  recommends  that  doctors  and  other  health 
care  professionals  provide  patients  over  50  with 
information  on  HIV  transmission  and  at  risk 
behavior.  In  addition,  medical  providers  should 
review  a  patient's  sexual  and  substance  use  history. 
Subsequently,  they  should  encourage  voluntary  HIV 
testing  and  provide  risk  reduction  counseling, 
particularly  since  older  individuals  may  mistake  HIV 
symptoms  for  symptoms  associated  with  aging. 
According  to  recent  studies,  sexually  active 
heterosexual  adults  over  50  are  one-sixth  as  likely  to 
use  condoms  and  one-fifth  as  likely  to  get  tested  as 
younger,  sexually  active  age  groups.  The  lack  of  HIV 
testing  among  older  Americas  often  results  in  an 
HIV  diagnosis  much  later,  at  a  point  when  the 
illness  may  have  significantly  progressed  and 
treatment  may  be  less  helpful. 

Sexual  encounters  between  older  individuals  also 
increase  the  potential  of  HIV  infection  among  this 
population.  Many  women  over  50  are  less  concerned 
with  using  barrier  protections  (condoms)  because 
they  are  unlikely  to  get  pregnant.  Older  womens' 
thinning  vaginal  walls  also  increases  their 
susceptibility  to  HIV  and  other  STDs.  This  is 
compounded  by  the  surge  in  Viagra  use  among  older 
men,  who  often  receive  the  drug  without  receiving 
HIV  prevention  messages.  Over  the  past  two  years, 
there  have  been  over  17  million  Viagra  prescriptions. 
This  dramatically  increases  the  likelihood  of  sexual 
activity  and  subsequent  HIV  transmission. 

Women  and  Communities  of  Color 

Like  other  populations  affected  by  the  HIV/AIDS 
epidemic  in  the  United  States,  the  virus 
disproportionately  affects  women  and  people  of 


color  who  are  over  50.  Women  tend  to  be  more 
vulnerable  than  their  male  counterparts.  Through 
1999,  9.5%  of  all  women  diagnosed  with  AIDS  were 
over  the  age  of  50.  Two-thirds  of  those  women 
living  with  HIV  were  infected  through  heterosexual 
activity  and  the  use  of  shared  drug  paraphernalia 
infected  the  remaining  one-third.  In  general,  older 
women  are  less  likely  to  use  family  planning  clinics 
and  drug  treatment  programs  that  often  identify 
individuals  infected  with  HIV/AIDS  through  testing. 
Infrequent  testing  among  older  women  makes  it 
more  difficult  to  identify  those  living  with  HIV/AIDS 
and  provide  these  women  with  appropriate 
treatment. 

Individuals  over  50  from  communities  of  color  are 
also  disproportionately  affected  by  HIV/AIDS.  More 
than  half  (52%)  of  older  Americans  living  with 
HIV/AIDS  are  either  African-American  or  from 
Hispanic/Latino  descent.  Among  HIV/AIDS  cases  in 
men  over  the  age  of  50,  49%  are  among  men  of 
color.  Seventy  percent  (70%)  of  women  over  the 
age  of  fifty  living  with  HTV/AIDS  are  women  of 
color.  These  numbers  highlight  the  need  for  HIV 
prevention  education  messages  that  reach  people  of 
color  over  the  age  of  50. 

Conclusion 

Like  all  Americans,  individuals  over  the  age  of  50 
who  are  sexually  active  are  at  risk  of  HIV  infection. 
Among  the  many  challenges  that  affect  this 
population,  HIV/AIDS  awareness  is  the  most  urgent. 
Older  Americans  need  to  hear  the  message  that  HIV 
can  affect  them.  These  messages  should  include 
prevention,  care,  and  outreach.  Additionally, 
medical  providers  (including  doctors,  pharmacists, 
and  nurses),  counselors,  therapists,  and  advocates 
need  on-going  education  to  improve  the 
misconceptions  about  HIV  and  its  prevalence  in  this 
population.  In  absence  of  a  cure,  HIV  prevention 
and  appropriate  medical  care  are  the  only  viable 
solution  to  limit  new  infections  in  older  Americans. 
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The  Deadly  Intersection 
Between  TB  and  HIV 


Tuberculosis  (TB)  is  a  disease  that  is  spread  from  person  to  person  through  the  air, 
and  it  is  particularly  dangerous  forpeople  infected  with  HIV.  Worldwide,  TB  is  the 
leading  cause  of  death  amongpeople  infected  with  HIV. 

An  estimated  10-15  million  Americans  are  infected  with  TB  bacteria,  with  the 
potential  to  develop  active  TB  disease  in  the  future.  About  1 0  percent  of  these 
infected  individuals  will  develop  TB  at  some  point  in  their  lives.  However,  the  risk 
of  developing  TB  disease  is  much  greater  for  those  infected  with  HIV  and  living 
with  AIDS.  Because  HTV  infection  so  severely  weakens  the  immune  system, 
people  dually  infected  with  HIV  and  TB  have  a  1 00  times  greater  risk  of  develop- 
ing active  TB  disease  and  becoming  infectious  compared  to  people  not  infected 
with  HIV.  CDC  estimates  that  1 0  to  1 5  percent  of  all  TB  cases  and  nearly 
30  percent  of  cases  amongpeople  ages  25  to  44  are  occurring  in  HIV-infected 
individuals. 

This  high  level  of  risk  underscores  the  critical  need  for  targeted  TB  screening  and 
preventive  treatment  programs  for  HIV-infected  people  and  those  at  greatest  risk 
for  HIV  infection.  All  people  infected  with  HIV  should  be  tested  for  TB,  and, 
if  infected,  complete  preventive  therapy  as  soon  as  possible  to  prevent 
TB  disease. 


Intersection  of  Two  Global  Epidemics 


Approximately  2  billion  people  (one-third  of  the  world's  population)  are 
infected  with  Mycobacterium  tuberculosis,  the  cause  of  TB. 

TB  is  the  cause  of  death  for  one  out  of  every  three  people  with  AIDS 
worldwide. 

The  spread  of  the  HTV  epidemic  has  had  a  significant  impact  on  the  TB 
epidemic — one-third  of  the  increase  in  TB  cases  over  the  last  5  years  can  be 
attributed  to  the  HTV  epidemic  (Source:  UNAIDS). 


The  Continued  Threat  of  Multidrug-Resistant  TB 
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Every  nation  must  face  the  challenge  of  combating  multidrug-resistant  (MDR)  TB. 
People  infected  with  HIV  and  living  with  AIDS  are  at  greater  risk  of  developing 
MDR  TB.  MDR  TB  is  extremely  difficult  to  treat  and  can  be  fatal.  While  the 
number  of  cases  has  decreased  in  the  United  States  over  the  past  few  years,  MDR 
TB  has  now  been  reported  in  45  states  and  the  District  of  Columbia. 
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To  prevent  the  continued  emergence  of  drug-resistant  strains  of  TB,  treatment  for  TB  must  be  improved  in  the 
United  States  and  across  the  globe.  Inconsistent  or  partial  treatment  is  the  main  cause  ofTB  that  is  resistant  to 
available  drugs.  The  most  effective  strategy  for  ensuring  completion  of  treatment  is  Directly  Observed  Therapy, 
and  its  use  must  be  expanded. 

Another  challenge  that  individuals  co-infected  with  HIV  and  TB  face  is  the  possible  complications  that  can 
occur  when  taking  HIV  treatment  regimens  along  with  drugs  commonly  used  to  treat  TB.  Physicians  prescribing 
these  drugs  must  carefully  consider  all  potential  interactions. 

Addressing  the  Dangers  of  the  Interconnected  TB/HIV  Epidemics 
Requires  Expanded  Efforts 

TB  control  is  an  exercise  in  vigilance;  the  goal  of  controlling  and  eventually  eliminating  TB  requires  a  targeted 
and  continuous  effort  to  address  the  prevention  and  treatment  needs  for  those  most  at  risk,  including  HIV- 
infected  individuals.  Efforts  to  eliminate  TB  are  therefore  essential  to  reducingthe  global  toll  of  HI  V. 


For  more  information... 

CDC  National  AIDS  Hotline: 

1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 

CDC  National  Prevention  Information  Network: 
P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 

Internet  Resources: 

National  Center  for  HIV,  STD,  andTB  Prevention:  http://www.cdc.gov/nchstp/od/nchstp.html 
Divisions  of  HTV/AIDS  Prevention:  http://www.cdc.gov/hiv 

NPIN:  http://www.cdcnpin.org 
Division  of  TB  Elimination:  http://www.cdc.gov/nchstp/tb 
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Frequently  Asked  Questions  and  Answers  About 
Coinfection  with  HIV  and  Hepatitis  C  Virus 

Why  should  HIV-infected  persons  be  concerned  about  coinfection  with  HCV? 

About  one  quarter  of  HIV-infected  persons  in  the  United  States  are  also  infected  with 
hepatitis  C  virus  (HCV).  HCV  is  one  of  the  most  important  causes  of  chronic  liver  disease 
in  the  United  States  and  HCV  infection  progresses  more  rapidly  to  liver  damage  in  HIV- 
infected  persons.  HCV  infection  may  also  impact  the  course  and  management  of  HIV 
infection. 

The  latest  U.S.  Public  Health  Service/Infectious  Diseases  Society  of  America 
(USPHS/IDSA)  guidelines  recommend  that  all  HIV-infected  persons  should  be  screened 
for  HCV  infection.  Prevention  of  HCV  infection  for  those  not  already  infected  and 
reducing  chronic  liver  disease  in  those  who  are  infected  are  important  concerns  for  HIV- 
infected  individuals  and  their  health  care  providers. 

Who  is  likely  to  have  HIV-HCV coinfection? 

The  hepatitis  C  virus  (HCV)  is  transmitted  primarily  by  large  or  repeated  direct 
percutaneous  (i.e.,  passage  through  the  skin  by  puncture)  exposures  to  contaminated 
blood.  Therefore,  coinfection  with  HIV  and  HCV  is  common  (50%-90%)  among  HIV- 
infected  injection  drug  users  (IDUs).  Coinfection  is  also  common  among  persons  with 
hemophilia  who  received  clotting  factor  concentrates  before  concentrates  were  effectively 
treated  to  inactivate  both  viruses  (i.e.,  products  made  before  1987).  The  risk  for  acquiring 
infection  through  perinatal  or  sexual  exposures  is  much  lower  for  HCV  than  for  HIV.  For 
persons  infected  with  HIV  through  sexual  exposure  (e.g.,  male-to-male  sexual  activity), 
coinfection  with  HCV  is  no  more  common  than  among  similarly  aged  adults  in  the  general 
population  (3%-5%). 

What  are  the  effects  of  coinfection  on  disease  progression  of  HCV  and  HIV? 

Chronic  HCV  infection  develops  in  75%-85%  of  infected  persons  and  leads  to  chronic 
liver  disease  in  70%  of  these  chronically  infected  persons.  HIV-HCV  coinfection  has  been 
associated  with  higher  titers  of  HCV,  more  rapid  progression  to  HCV-related  liver  disease, 
and  an  increased  risk  for  HCV-related  cirrhosis  (scarring)  of  the  liver.  Because  of  this, 
HCV  infection  has  been  viewed  as  an  opportunistic  infection  in  HrV-infected  persons  and 
was  included  in  the  1999  USPHS/IDSA  Guidelines  for  the  Prevention  of  Opportunistic 
Infections  in  Persons  Infected  with  Human  Immunodeficiency  Virus.  It  is  not,  however, 
considered  an  AIDS-defining  illness.  As  highly  active  antiretroviral  therapy  (HAART) 
and  prophylaxis  of  opportunistic  infections  increase  the  life  span  of  persons  living  with 
HIV,  HCV-related  liver  disease  has  become  a  major  cause  of  hospital  admissions  and 
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deaths  among  HIV-infected  persons. 

The  effects  of  HCV  coinfection  on  HIV  disease  progression  are  less  certain.  Some  studies 
have  suggested  that  infection  with  certain  HCV  genotypes  is  associated  with  more  rapid 
progression  to  AIDS  or  death.  However,  the  subject  remains  controversial.  Since 
coinfected  patients  are  living  longer  on  HAART,  more  data  are  needed  to  determine  if 
HCV  infection  influences  the  long-term  natural  history  of  HIV  infection. 

How  can  coinfection  with  HCV  be  prevented? 

Persons  living  with  HIV  who  are  not  already  coinfected  with  HCV  can  adopt  measures  to 
prevent  acquiring  HCV.  Such  measures  will  also  reduce  the  chance  of  transmitting  their 
HIV  infection  to  others. 

Not  injecting  or  stopping  injection  drug  use  would  eliminate  the  chief  route  of  HCV 
transmission;  substance-abuse  treatment  and  relapse-prevention  programs  should  be 
recommended.  If  patients  continue  to  inject,  they  should  be  counseled  about  safer 
injection  practices;  that  is,  to  use  new,  sterile  syringes  every  time  they  inject  drugs  and 
never  reuse  or  share  syringes,  needles,  water,  or  drug  preparation  equipment. 

Toothbrushes,  razors,  and  other  personal  care  items  that  might  be  contaminated  with  blood 
should  not  be  shared.  Although  there  are  no  data  from  the  United  States  indicating  that 
tattooing  and  body  piercing  place  persons  at  increased  risk  for  HCV  infection,  these 
procedures  may  be  a  source  for  infection  with  any  bloodborne  pathogen  if  proper  infection 
control  practices  are  not  followed. 

Although  consistent  data  are  lacking  regarding  the  extent  to  which  sexual  activity 
contributes  to  HCV  transmission,  persons  having  multiple  sex  partners  are  at  risk  for  other 
sexually  transmitted  diseases  (STDs)  as  well  as  for  transmitting  HIV  to  others.  They 
should  be  counseled  accordingly. 

How  should  patients  coinfected  with  HIV  and  HCV  be  managed? 

General  guidelines 

Patients  coinfected  with  HIV  and  HCV  should  be  encouraged  to  adopt  safe  behaviors  (as 
described  in  the  previous  section)  to  prevent  transmission  of  HIV  and  HCV  to  others. 

Individuals  with  evidence  of  HCV  infection  should  be  given  information  about  prevention 
of  liver  damage,  undergo  evaluation  for  chronic  liver  disease  and,  if  indicated,  be 
considered  for  treatment.  Persons  coinfected  with  HIV  and  HCV  should  be  advised  not  to 
drink  excessive  amounts  of  alcohol.  Avoiding  alcohol  altogether  might  be  wise  because 
the  effects  of  even  moderate  or  low  amounts  of  alcohol  (e.g.,  12  oz.  of  beer,  5  oz.  of  wine 
or  1 .5  oz.  hard  liquor  per  day)  on  disease  progression  are  unknown.  When  appropriate, 
referral  should  be  made  to  alcohol  treatment  and  relapse-prevention  programs.  Because  of 
possible  effects  on  the  liver,  HCV-  infected  patients  should  consult  with  their  health  care 
professional  before  taking  any  new  medicines,  including  over-the-counter,  alternative  or 
herbal  medicines. 

Susceptible  coinfected  patients  should  receive  hepatitis  A  vaccine  because  the  risk  for 
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fulminant  hepatitis  associated  with  hepatitis  A  is  increased  in  persons  with  chronic  liver 
disease.  Susceptible  patients  should  receive  hepatitis  B  vaccine  because  most  HIV- 
infected  persons  are  at  risk  for  HBV  infection.  The  vaccines  appear  safe  for  these  patients 
and  more  than  two-thirds  of  those  vaccinated  develop  antibody  responses.  Prevaccination 
screening  for  antibodies  against  hepatitis  A  and  hepatitis  B  in  this  high-prevalence 
population  is  generally  cost-effective.  Postvaccination  testing  for  hepatitis  A  is  not 
recommended,  but  testing  for  antibody  to  hepatitis  B  surface  antigen  (anti-HBs)  should  be 
performed  1-2  months  after  completion  of  the  primary  series  of  hepatitis  B  vaccine. 
Persons  who  fail  to  respond  should  be  revaccinated  with  up  to  three  additional  doses. 

HAART  has  no  significant  effect  on  HCV.  However,  coinfected  persons  may  be  at 
increased  risk  for  HAART-associated  liver  toxicity  and  should  be  closely  monitored 
during  antiretroviral  therapy.  Data  suggest  that  the  majority  of  these  persons  do  not  appear 
to  develop  significant  and/or  symptomatic  hepatitis  after  initiation  of  antiretroviral 
therapy. 

Treatment  for  HCV  Infection 

A  Consensus  Development  Conference  Panel  convened  by  The  National  Institutes  of 
Health  in  1997  recommended  antiviral  therapy  for  patients  with  chronic  hepatitis  C  who 
are  at  the  greatest  risk  for  progression  to  cirrhosis.  These  persons  include  anti-HCV 
positive  patients  with  persistently  elevated  liver  enzymes,  detectable  HCV  RNA,  and  a 
liver  biopsy  that  indicates  either  portal  or  bridging  fibrosis  or  at  least  moderate  degrees  of 
inflammation  and  necrosis.  Patients  with  less  severe  histological  disease  should  be 
managed  on  an  individual  basis. 

In  the  United  States,  two  different  regimens  have  been  approved  as  therapy  for  chronic 
hepatitis  C:  monotherapy  with  alpha  interferon  and  combination  therapy  with  alpha 
interferon  and  ribavirin.  Among  HlV-negative  persons  with  chronic  hepatitis  C, 
combination  therapy  consistently  yields  higher  rates  (30%-40%)  of  sustained  response 
than  monotherapy  (10%-20%).  Combination  therapy  is  more  effective  against  viral 
genotypes  2  and  3,  and  requires  a  shorter  course  of  treatment;  however,  viral  genotype  1  is 
the  most  common  among  U.S.  patients.  Combination  therapy  is  associated  with  more  side 
effects  than  monotherapy,  but,  in  most  situations,  it  is  preferable.  At  present,  interferon 
monotherapy  is  reserved  for  patients  who  have  contraindications  to  the  use  of  ribavirin. 

Studies  thus  far,  although  not  extensive,  have  indicated  that  response  rates  in  HIV-infected 
patients  to  alpha  interferon  monotherapy  for  HCV  were  lower  than  in  non-HIV-infected 
patients,  but  the  differences  were  not  statistically  significant.  Monotherapy  appears  to  be 
reasonably  well  tolerated  in  coinfected  patients.  There  are  no  published  articles  on  the 
long-term  effect  of  combination  therapy  in  coinfected  patients,  but  studies  currently 
underway  suggest  it  is  superior  to  monotherapy.  However,  the  side  effects  of  combination 
therapy  are  greater  in  coinfected  patients.  Thus,  combination  therapy  should  be  used  with 
caution  until  more  data  are  available. 

The  decision  to  treat  people  coinfected  with  HIV  and  HCV  must  also  take  into 
consideration  their  concurrent  medications  and  medical  conditions.  If  CD4  counts  are 
normal  or  minimally  abnormal  (>  400/ul),  there  is  little  difference  in  treatment  success 
rates  between  those  who  are  coinfected  and  those  who  are  infected  with  HCV  alone. 
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Other  Treatment  Considerations 


Persons  with  chronic  hepatitis  C  who  continue  to  abuse  alcohol  are  at  risk  for  ongoing 
liver  injury,  and  antiviral  therapy  may  be  ineffective.  Therefore,  strict  abstinence  from 
alcohol  is  recommended  during  antiviral  therapy,  and  interferon  should  be  given  with 
caution  to  a  patient  who  has  only  recently  stopped  alcohol  abuse.  Typically,  a  6-month 
abstinence  is  recommended  for  alcohol  abusers  before  starting  therapy;  such  patients 
should  be  treated  with  the  support  and  collaboration  of  alcohol  abuse  treatment  programs. 

Although  there  is  limited  experience  with  antiviral  treatment  for  chronic  hepatitis  C  of 
persons  who  are  recovering  from  long-term  injection  drug  use,  there  are  concerns  that 
interferon  therapy  could  be  associated  with  relapse  into  drug  use,  both  because  of  its  side 
effects  and  because  it  is  administered  by  injection.  There  is  even  less  experience  with 
treatment  of  persons  who  are  active  injection  drug  users,  and  an  additional  concern  for  this 
group  is  the  risk  for  reinfection  with  HCV.  Although  a  6-month  abstinence  before  starting 
therapy  also  has  been  recommended  for  injection  drug  users,  additional  research  is  needed 
on  the  benefits  and  drawbacks  of  treating  these  patients.  Regardless,  when  patients  with 
past  or  continuing  problems  of  substance  abuse  are  being  considered  for  treatment,  such 
patients  should  be  treated  only  in  collaboration  with  substance  abuse  specialists  or 
counselors.  Patients  can  be  successfully  treated  while  on  methadone  maintenance 
treatment  of  addiction. 

Because  many  coinfected  patients  have  conditions  or  factors  (such  as  major  depression  or 
active  illicit  drug  or  alcohol  use)  that  may  prevent  or  complicate  antiviral  therapy, 
treatment  for  chronic  hepatitis  C  in  HIV-infected  patients  should  be  coordinated  by  health 
care  providers  with  experience  in  treating  coinfected  patients  or  in  clinical  trials.  It  is  not 
known  if  maintenance  therapy  is  needed  after  successful  therapy,  but  patients  should  be 
counseled  to  avoid  injection  drug  use  and  other  behaviors  that  could  lead  to  reinfection 
with  HCV  and  should  continue  to  abstain  from  alcohol. 

Infections  in  Infants  and  Children 

The  average  rate  of  HCV  infection  among  infants  born  to  women  coinfected  with  HCV 
and  HIV  is  14%  to  17%,  higher  than  among  infants  born  to  women  infected  with  HCV 
alone.  Data  are  limited  on  the  natural  history  of  HCV  infection  in  children,  and  antiviral 
drugs  for  chronic  hepatitis  C  are  not  FDA-approved  for  use  in  children  under  aged  18 
years.  Therefore,  children  should  be  referred  to  a  pediatric  hepatologist  or  similar 
specialist  for  management  and  for  determination  for  eligibility  in  clinical  trials. 

What  research  is  needed  on  HIV-HCV coinfection? 

Many  important  questions  remain  about  HIV-HCV  coinfection: 

•  By  what  mechanism  does  HIV  infection  affect  the  natural  history  of  hepatitis  C? 

•  Does  HAART  affect  the  impact  of  HIV  on  the  natural  history  of  HCV  infection? 

•  Does  HCV  affect  the  natural  history  of  HIV  and,  if  so,  by  what  mechanism? 

•  How  can  we  effectively  and  safely  treat  chronic  hepatitis  C  in  HIV-infected 
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patients? 

•  How  can  we  distinguish  between  liver  toxicity  caused  by  antiretrovirals  and  that 
caused  by  HCV  infection? 

•  What  is  the  best  protocol  for  treating  both  HIV  and  chronic  hepatitis  C  in  the 
coinfected  patient? 


The  following  sources  may  also  helpful  in  understanding  HCV  and  HCV/HIV 
coinfection. 

Publications 

1 .  Centers  for  Disease  Control  and  Prevention.  Recommendations  for  prevention  and 
control  of  hepatitis  C  virus  (HCV)  infection  and  HCV-related  chronic  disease. 
MMWR  1998;47(No.  RR- 19):  1-39.  Available  on  the  Internet  at: 

ftp://ftp.cdc.gov/pub/Publications/mmwr/rr/rr47 1 9.pdf 

2.  Centers  for  Disease  Control  and  Prevention.  1 999  USPHS/IDSA  guidelines  for  the 
prevention  of  opportunistic  infections  in  persons  infected  with  human 
immunodeficiency  virus:  U.S.  Public  Health  Service  (USPHS)  and  Infectious 
Diseases  Society  of  America  (IDS  A).  MMWR  1999;48(No.  RR-10):32-4.  Available 
on  the  Internet  at:  www.cdc.gov/mmwr/preview/mmwrhfaiil/iT48 1  Oa  1  .htm . 

3.  National  Institutes  of  Health.  Chronic  hepatitis  C:  current  disease  management  (NIH  . 
Publication  No.  00-4230).  DHHS,  1999.  (See  web  version  below). 

4.  Sulkowski  MS,  Mast  EE,  Seeff  LB,  Thomas  DL.  Hepatitis  C  virus  infection  as  an 
opportunistic  disease  in  persons  infected  with  human  immunodeficiency  virus. 
Clinical  Infectious  Diseases  2000  Apr;30  Supplement  1:S77-S84. 

Internet  Resources 

1.  Division  of  HIV/AIDS  Prevention,  CDC:  www. cdc.gov/hiv 

2.  Division  of  Viral  Hepatitis,  CDC:  www.cdc.gov/hepatitis 

3 .  National  Institutes  of  Health: 

www.niddk.nih.  go\/health/digesl/pLibs/clirrihepc/chrnhepc.  htm 

4.  CDC  National  Prevention  Information  Network:  www.cdcnpin.org 

5.  Expert  Perspectives:  Strategies  for  the  Management  of  HIV/HCV  Coinfection: 

ww  w  tproj  ectsin  kn  ow  I  edge,  com/1  nit/h  iv-hcy/* 

*  Disclaimer:  This  is  a  non-government  source.  The  Centers  for  Disease  Control  and  Prevention  does  not 
assume  responsibility  for  information  presented  at  this  site. 
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*  Diabetes  in  African  Americans 


http://vmw.niddk.nih.gov/health/diabetes/pubs/afam/afam.htm 


Center 

1701  North  Beauregard  Street 

Alexandria,  VA  22311 

Tel:  (800)232-3472 

Fax:  (703)  549-6995 

Home  page:  http://www.diabetes.org 


National  Diabetes  Information 
Clearinghouse 

1  Information  Way 
Bethesda,  MD  20892-3560 
E-mail:  ndic(S),info.niddk.nih.gov 

The  National  Diabetes  Information  Clearinghouse  (NDIC)  is  a 
service  of  the  National  Institute  of  Diabetes  and  Digestive  and 
Kidney  Diseases  (NIDDK).  The  NIDDK  is  part  of  the  National 
Institutes  of  Health  under  the  U.S.  Department  of  Health  and 
Human  Services.  Established  in  1 978,  the  clearinghouse  provides 
information  about  diabetes  to  people  with  diabetes  and  their 
families,  health  care  professionals,  and  the  public.  NDIC  answers 
inquiries;  develops,  reviews,  and  distributes  publications;  and 
works  closely  with  professional  and  patient  organizations  and 
Government  agencies  to  coordinate  resources  about  diabetes. 

Publications  produced  by  the  clearinghouse  are  reviewed  carefully 
for  scientific  accuracy,  content,  and  readability. 

This  e-text  is  not  copyrighted.  The  clearinghouse  encourages  users 
of  this  e-pub  to  duplicate  and  distribute  as  many  copies  as  desired. 
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State-Based  Diabetes  Control 
Programs 

Washington,  DC 

The  District  of  Columbia  (DC)  Diabetes 
Control  Program  (DCP)  began  receiving 
funding  from  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  in 
October  1996.  Activities  supported  by 
the  District  of  Columbia  DCP  include  the 
following: 

•  Diabetes  Advisory  Committee. 

The  DC  DCP  has  established  a 
Diabetes  Mellitus  Advisory 
Committee  for  consultation  and 
oversight.  Members  include  representatives  from  managed 
care  organizations,  service  provider  organizations, 
volunteer  associations,  other  government  agencies, 
community  organizations;  and  the  public. 

•  5-year  plan  to  control  diabetes  and  its  complications. 
The  DC  DCP  and  its  advisory  committee  will  develop  a 
5-year  plan  that  describes  the  distribution,  prevalence,  and 
patterns  of  diabetes;  delineates  strategies  for  diabetes 
control  and  management;  and  identifies  the  systems, 
infrastructure,  and  resources  necessary  to  implement  the 
strategies.  This  plan  will  be  updated  annually. 

•  Diabetes  surveillance.  The  DC  DCP  is  currently  analyzing 
available  diabetes  data  and  constructing  a  diabetes 
surveillance  report  describing  the  distribution  of  diabetes 
and  its  complications  and  risk  factors  for  the  disease.  The 
DCP  will  identify  and  prioritize  at  least  10  key  questions 
concerning  risk  behaviors,  utilization  and  access  to 
services,  and  resources.  This  report  will  be  used  to  design  a 
surveillance  system  to  detect  changes  over  time  in 
incidence  and  prevalence,  as  well  as  behavioral  risk  factors. 

•  Barrier  identification.  The  DCP  will  convene  a  series  of 
focus  groups  and  expert  panels  to  delineate  and  prioritize 
existing  barriers  to  diabetes  management  and  control  and 
plan  at  least  one  intervention  based  on  findings. 

•  Services  to  patients  and  care  providers.  The  DC  DCP 
will  develop,  publish,  and  maintain  a  directory  of  service 
providers  who  work  to  prevent  diabetes  complications.  The 
DCP  will  also  organize  low-cost  retinal  photography  and 
follow-up  treatment  for  the  uninsured. 

•  Professional  education  activities.  The  DCP  will  work 
with  a  panel  of  experts  to  develop  course  materials  to 
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diagnose  and  treat  complications  of  diabetes  and  cultural 
competency.  Educational  interventions  may  be  presented 
via  medical  society  meetings,  formal  courses  with 
continuing  medical  education  credit,  written  materials  for 
individual  study,  a  speaker's  bureau,  and  short-term 
residencies  for  primary  care  providers. 

Contact  information 

District  of  Columbia  Diabetes  Control  Program 
825  North  Capitol  Street  NE 
3rd  floor 

Washington,  DC  20002 
Phone  202-442-5902 
Fax  202-442-4825 
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You  Can  Quit  Smoking 

Consumer  Guide 


Learn  how  to  get  help  to  quit  smoking  and  improve  your  chances  of  quitting.  This 
document  explains  the  best  ways  for  you  to  quit  as  well  as  new  treatments  to  help.  It  lists  new 
medications  that  can  double  or  triple  your  chances  of  quitting  and  quitting  for  good,  It  also  tells 
about  ways  to  avoid  relapses  and  talks  about  concerns  you  may  have  about  quitting,  including 
weight  gain. 

All  information  is  based  on  scientific  research  about  what  will  give  you  the  best  chances  of 
quitting. 

_i  .  

Nicotine:  A  Powerful  Addiction 

If  you  have  tried  to  quit  smoking,  you  know  how  hard  it  can  be.  It  is  hard  because  nicotine  is  a 
very  addictive  drug.  For  some  people,  it  can  be  as  addictive  as  heroin  or  cocaine. 

, 

Quitting  is  hard.  Usually  people  make  2  or  3  tries,  or  more,  before  finally  being  able  to  quit.  Each 
time  you  try  to  quit,  you  can  learn  about  what  helps  and  what  hurts. 


Quitting  takes  hard  work  and  a  lot  of  effort,  but  you  can  quit  smoking. 

  I 

Good  Reasons  for  Quitting 

Quittipg  smoking  is  one  of  the  most  important  things  you  will  ever  do: 

•  You  will  live  longer  and  live  better. 

•  Quitting  will  lower  your  chance  of  having  a  heart  attack,  stroke,  or  cancer. 

•  If  you  are  pregnant,  quitting  smoking  will  improve  your  chances  of  having  a  healthy  baby. 

•  The  people  you  live  with,  especially  your  children,  will  be  healthier. 

•  You  will  have  extra  money  to  spend  on  things  other  than  cigarettes. 

Five  Keys  for  Quitting 

Studies  have  shown  that  these  five  steps  will  help  you  quit  and  quit  for  good.  You  have  the  best 
chances  of  quitting  if  you  use  them  together: 

1 .  Get  ready. 
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2.  Get  support. 

3.  Learn  new  skills  and  behaviors. 

4.  Get  medication  and  use  it  correctly. 

5.  Be  prepared  for  relapse  or  difficult  situations. 

1.  Get  Ready 


Set  a  quit  date. 
Change  your  environment. 

1 .  Get  rid  of  ALL  cigarettes  and  ashtrays  in  your  home,  car,  and  place  of  work. 

2.  Don't  let  people  smoke  in  your  home. 
Review  your  past  attempts  to  quit.  Think  about  what  worked  and  what  did  not. 
Once  you  quit,  don't  smoke— NOT  EVEN  A  PUFF! 

2.  Get  Support  and  Encouragement 

Studies  have  shown  that  you  have  a  better  chance  of  being  successful  if  you  have  help.  You  can 
get  support  in  many  ways: 

•  Tell  your  family,  friends,  and  coworkers  that  you  are  going  to  quit  and  want  their  support. 
Ask  them  not  to  smoke  around  you  or  leave  cigarettes  out. 

•  Talk  to  your  health  care  provider  (for  example,  doctor,  dentist,  nurse,  pharmacist, 
psychologist,  or  smoking  counselor). 

•  Get  individual,  group,  or  telephone  counseling.  The  more  counseling  you  have,  the  better 
your  chances  are  of  quitting.  Programs  are  given  at  local  hospitals  and  health  centers.  Call 
your  local  health  department  for  information  about  programs  in  your  area. 


3.  Learn  New  Skills  and  Behaviors 


•  Try  to  distract  yourself  from  urges  to  smoke.  Talk  to  someone,  go  for  a  walk,  or  get  busy 
with  a  task. 

•  When  you  first  try  to  quit,  change  your  routine.  Use  a  different  route  to  work.  Drink  tea 
instead  of  coffee.  Eat  breakfast  in  a  different  place. 

•  Do  something  to  reduce  your  stress.  Take  a  hot  bath,  exercise,  or  read  a  book. 

•  Plan  something  enjoyable  to  do  every  day. 

•  Drink  a  lot  of  water  and  other  fluids. 


4.  Get  Medication  and  Use  It  Correctly 

Medications  can  help  you  stop  smoking  and  lessen  the  urge  to  smoke. 


•  The  U.S.  Food  and  Drug  Administration  (FDA)  has  approved  five  medications  to  help  you 
quit  smoking: 

1.  Bupropion  SR — Available  by  prescription. 

2.  Nicotine  gum — Available  over-the-counter. 

3.  Nicotine  inhaler— Available  by  prescription. 

4.  Nicotine  nasal  spray — Available  by  prescription. 

5.  Nicotine  patch — Available  by  prescription  and  over-the-counter. 

•  Ask  your  health  care  provider  for  advice  and  carefully  read  the  information  on  the  package. 

•  All  of  these  medications  will  more  or  less  double  your  chances  of  quitting  and  quitting  for 
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good. 

•  Everyone  who  is  trying  to  quit  may  benefit  from  using  a  medication.  If  you  are  pregnant  or 
trying  to  become  pregnant,  nursing,  under  age  18,  smoking  fewer  than  10  cigarettes  per 
day,  or  have  a  medical  condition,  talk  to  your  doctor  or  other  health  care  provider  before 
taking  medications. 

5.  Be  Prepared  for  Relapse  or  Difficult  Situations 

Most  relapses  occur  within  the  first  3  months  after  quitting.  Don't  be  discouraged  if  you  start 
smoking  again.  Remember,  most  people  try  several  times  before  they  finally  quit.  Here  are  some 
difficult  situations  to  watch  for: 

•  Alcohol.  Avoid  drinking  alcohol.  Drinking  lowers  your  chances  of  success. 

•  Other  smokers.  Being  around  smoking  can  make  you  want  to  smoke. 

•  Weight  gain.  Many  smokers  will  gain  weight  when  they  quit,  usually  less  than  10  pounds. 
Eat  a  healthy  diet  and  stay  active.  Don't  let  weight  gain  distract  you  from  your  main 

!    goal — quitting  smoking.  Some  quit-smoking  medications  may  help  delay  weight  gain. 

•  Bad  mood  or  depression.  There  are  a  lot  of  ways  to  improve  your  mood  other  than 
smoking. 

If  you  are  having  problems  with  any  of  these  situations,  talk  to  your  doctor  or  other  health  care 
provider. 

Special  Situations  or  Conditions 

Studies  suggest  that  everyone  can  quit  smoking.  Your  situation  or  condition  can  give  you  a 
special  reason  to  quit. 

•  Pregnant  women/new  mothers:  By  quitting,  you  protect  your  baby's  health  and  your  own. 

•  Hospitalized  patients:  By  quitting,  you  reduce  health  problems  and  help  healing. 

•  Heart  attack  patients:  By  quitting,  you  reduce  your  risk  of  a  second  heart  attack. 

•  Lung,  head,  and  neck  cancer  patients:  By  quitting,  you  reduce  your  chance  of  a  second 
cancer. 

•  Parents  of  children  and  adolescents:  By  quitting,  you  protect  your  children  and 
adolescents  from  illnesses  caused  by  second-hand  smoke. 

i 


Questions  to  Think  About 

Think  about  the  following  questions  before  you  try  to  stop  smoking.  You  may  want  to  talk  about 
your  answers  with  your  health  care  provider. 

1 .  Why  do  you  want  to  quit? 


2.  When  you  tried  to  quit  in  the  past,  what  helped  and  what  didn't? 
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3.  What  will  be  the  most  difficult  situations  for  you  after  you  quit?  How  will  you  plan  to  handle 
them? 


4.  Who  can  help  you  through  the  tough  times?  Your  family?  Friends?  Health  care  provider? 


5.  What  pleasures  do  you  get  from  smoking?  What  ways  can  you  still  get  pleasure  if  you  quit? 


Here  are  some  questions  to  ask  your  health  care  provider. 
1 .  How  can  you  help  me  to  be  successful  at  quitting? 


2.  What  medication  do  you  think  would  be  best  for  me  and  how  should  I  take  it? 


3.  What  should  I  do  if  I  need  more  help? 


4.  What  is  smoking  withdrawal  like?  How  can  I  get  information  on  withdrawal? 


Quitting  takes  hard  work  and  a  lot  of  effort,  but  you  can  quit  smoking. 
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Additional  Resources 

You  may  want  to  contact  these  organizations  for  further  information  on  smoking  and  how  to  quit. 

For  general  information: 

American  Heart  Association 
7272  Greenville  Avenue 
Dallas,  TX  75231 
(800)  AHA-USA1  (242-8721) 

American  Cancer  Society 
1599  Clifton  Road,  NE 
Atlanta,  GA  30329 
(4,04)  320-3333 

American  Lung  Association 
1740  Broadway,  14th  Floor 
New  York,  NY  10019 
(212)315-8700 

National  Cancer  Institute 

Bethesda,  MD  20892 

(800)  4-CANCER  (422-6237) 

For  pregnant  women: 

American  College  of  Obstetricians  and  Gynecologists 
409  12th  Street,  SW 
Washington,  DC  20024 
(202)  638-5577 

For  More  Information 

The  information  in  this  booklet  was  taken  from  Treating  Tobacco  Use  and  Dependence,  a  U.S. 
Public  Health  Service-sponsored  Clinical  Practice  Guideline.  This  guideline  was  developed  by  a 
non-Federal  panel  of  experts  sponsored  by  a  consortium  consisting  of  Federal  Government  and 
nonprofit  organizations: 

•  Agency  for  Healthcare  Research  and  Quality  (AHRQ). 

•  Centers  for  Disease  Control  and  Prevention  (CDC). 

•  National  Cancer  Institute  (NCI). 

•  National  Heart,  Lung,  and  Blood  Institute  (NHLBI). 

•  National  Institute  on  Drug  Abuse  (NIDA). 

•  Robert  Wood  Johnson  Foundation  (RWJF). 

•  University  of  Wisconsin  Medical  School's  Center  for  Tobacco  Research  and  Intervention 
(CTRI). 
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For  information  about  the  guideline  or  to  get  more  copies  of  this  booklet,  call  toll  free: 
800-358-9295,  or  write: 

Publications  Clearinghouse 

P.O.  Box  8547 

Silver  Spring,  MD  20907 

U.S.  Department  of  Health  and  Human  Services 

Public  Health  Service 

Current  as  of  June  2000 
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World  AIDS  Day  (12/1) 


Minority  populations  in  the  United  States,  primarily  African  Americans  and  Hispanics,  constitute 
56  percent  of  the  more  than  700,000  cases  of  AIDS  reported  to  the  U.S.  Centers  for  Disease 
Control  and  Prevention  (CDC)  since  the  epidemic  began  in  1981.  African  Americans  make  up 
almost  37  percent  of  all  AIDS  cases  reported  in  the  United  States,  yet  according  to  the  U.S. 
Census  Bureau,  we  comprise  only  12  percent  of  the  U.S.  population. 

The  rate  of  HIV  infection  in  US  prisons  is  5  times  the  rate  of  the  general  population. 

HIV/AIDS  is  more  prevalent  in  Incarcerated  African  And  Latinos 

Almost  58  percent  of  all  women  reported  with  AIDS  are  African  American. 

African  American  children  represent  58  percent  of  all  pediatric  AIDS  cases. 

In  1999,  AIDS  accounted  for  an  estimated  50  percent  of  deaths  among  African  Americans 

and  18  percent  among  Hispanics. 

What  is  AIDS?  AIDS  stands  for  acquired  immunodeficiency  syndrome.  A  diagnosis  of  AIDS  is 
made  by  a  physician  using  certain  clinical  or  laboratory  standards. 

What  causes  AIDS?  AIDS  is  caused  by  infection  with  a  virus  called  human  immunodeficiency 
virus  (HIV).  This  virus  is  passed  from  one  person  to  another  through  blood-to-blood  and  sexual 
contact.  In  addition,  infected  pregnant  women  can  pass  HIV  to  their  babies  during  pregnancy  or 
delivery,  as  well  as  through  breast-feeding.  People  with  HIV  have  what  is  called  HIV  infection. 
Most  of  these  people  will  develop  AIDS  as  a  result  of  their  HIV  infection. 

What  body  fluids  transmit  HIV?  These  body  fluids  have  been  proven  to  spread  HIV: 

•  blood 

•  semen 

•  vaginal  fluid 

•  breast  milk 

•  other  body  fluids  containing  blood 
Suggested  Activities: 

•  Distribute  information  on  HIV  &  AIDS  to  membership 

•  Identify  AIDS  educator  to  speak  on  AIDS  and  the  African  American  community 

•  Distribute  condoms  and  encourage  utilization 

•  Encourage  an  open  dialogue  regarding  self  protection  against  HIV  &  AIDS 


For  more  Information: 

CDC  National  Prevention  Information  Network  (CDCNPIN) 

800-458-5231 
Website-www.cdcnpin.org 

HIV/AIDS  Treatment  Information  Service 
800-448-0440 

Website-http://www.hivatis.org 

American  Red  Cross 

African  American  AIDS  Program 

Website-http  ://www.  redcross  .org/hss/H  I VAI  DS/af  a  m/index.html 
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HIV/AIDS  Transmission  and 
Prevention 

Centers  for  Disease  Control  and  Prevention 
November  30, 1998 


Question:  How  is  HIV  passed  from  one  person  to  another? 

Answer:  HIV  transmission  can  occur  when  blood,  semen  (including 
pre-seminal  fluid,  or  "pre-cum"),  vaginal  fluid,  or  breast  milk  from  an 
infected  person  enters  the  body  of  an  uninfected  person. 

HIV  can  enter  the  body  through  a  vein  (e.g.,  injection  drug  use),  the  anus  or 
rectum,  the  vagina,  the  penis,  the  mouth,  other  mucous  membranes  (e.g., 
eyes  or  inside  of  the  nose),  or  cuts  and  sores.  Intact,  healthy  skin  is  an 
excellent  barrier  against  HIV  and  other  viruses  and  bacteria. 

These  are  the  most  common  ways  that  HTV  is  transmitted  from  one  person 
to  another: 

•  by  having  sexual  intercourse  (anal,  vaginal,  or  oral  sex)  with  an 
HIV-infected  person; 

•  by  sharing  needles  or  injection  equipment  with  an  injection  drug  user 
who  is  infected  with  HTV;  and 

•  from  HIV-infected  women  to  babies  before  or  during  birth,  or 
through  breast-feeding  after  birth. 

HIV  also  can  be  transmitted  through  transfusions  of  infected  blood  or  blood 
clotting  factors.  However,  since  1985,  all  donated  blood  in  the  United  States 
has  been  tested  for  HIV.  Therefore,  the  risk  of  infection  through  transfusion 
of  blood  or  blood  products  is  extremely  low.  The  U.S.  blood  supply  is 
considered  to  be  among  the  safest  in  the  world.  (For  more  information,  see 
How  safe  is  the  blood  supply  in  the  United  States?) 

Some  health-care  workers  have  become  infected  after  being  stuck  with 
needles  containing  HIV-infected  blood  or,  less  frequently,  after  infected 
blood  contact  with  the  worker's  open  cut  or  through  splashes  into  the 
worker's  eyes  or  inside  his  or  her  nose.  There  has  been  only  one  instance  of 
patients  being  infected  by  an  HIV-infected  health  care  worker.  This 
involved  HIV  transmission  from  an  infected  dentist  to  six  patients.  (For 
more  information,  see  Are  health  care  workers  at  risk  of  getting  HIV  on  the 
job?  and  Are  patients  in  a  dentist's  or  doctor's  office  at  risk  of  getting  HIV?) 
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Question:  Can  I  get  HIV  from  kissing  on  the  cheek? 

Answer:  HIV  is  not  casually  transmitted,  so  kissing  on  the  cheek  is  very 
safe.  Even  if  the  other  person  has  the  virus,  your  unbroken  skin  is  a  good 
barrier.  No  one  has  become  infected  from  such  ordinary  social  contact  as 
dry  kisses,  hugs,  and  handshakes. 

Question:  Can  I  get  HIV  from  open-mouth  kissing? 

Answer:  Open-mouth  kissing  is  considered  a  very  low-risk  activity  for  the 
transmission  of  HIV.  However,  prolonged  open-mouth  kissing  could 
damage  the  mouth  or  lips  and  allow  HIV  to  pass  from  an  infected  person  to 
a  partner  and  then  enter  the  body  through  cuts  or  sores  in  the  mouth. 
Because  of  this  possible  risk,  the  CDC  recommends  against  open-mouth 
kissing  with  an  infected  partner. 

One  case  suggests  that  a  woman  became  infected  with  HTV  from  her  sex 
partner  through  exposure  to  contaminated  blood  during  open-mouth  kissing. 
The  July  11,  1997,  Morbidity  and  Mortality  Weekly  Report  contains  an 
article  on  this  case. 


Question:  Can  I  get  HTV  from  performing  oral  sex? 

Answer:  Yes,  it  is  possible  for  you  to  become  infected  with  HIV  through 
performing  oral  sex.  There  have  been  a  few  cases  of  HTV  transmission  from 
performing  oral  sex  on  a  person  infected  with  HIV.  While  no  one  knows 
exactly  what  the  degree  of  risk  is,  evidence  suggests  that  the  risk  is  less  than 
that  of  unprotected  anal  or  vaginal  sex. 

Blood,  semen,  pre-seminal  fluid,  and  vaginal  fluid  all  may  contain  the  virus. 
Cells  in  the  mucous  lining  of  the  mouth  may  carry  HIV  into  the  lymph 
nodes  or  the  bloodstream.  The  risk  increases: 

•  if  you  have  cuts  or  sores  around  or  in  your  mouth  or  throat; 

•  if  your  partner  ejaculates  in  your  mouth;  or 

•  if  your  partner  has  another  sexually  transmitted  disease  (STD). 
If  you  choose  to  have  oral  sex,  and  your  partner  is  male, 

•  use  a  latex  condom  on  the  penis;  or 

•  if  you  or  your  partner  is  allergic  to  latex,  plastic  (polyurethane) 
condoms  can  be  used. 


Research  has  shown  the  effectiveness  of  latex  condoms  used  on  the  penis  to 
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prevent  the  transmission  of  HIV.  Condoms  are  not  risk-free,  but  they 
greatly  reduce  your  risk  of  becoming  HIV-infected  if  your  partner  has  the 
virus. 

If  you  choose  to  have  oral  sex,  and  your  partner  is  female, 

•  use  a  latex  barrier  (such  as  a  dental  dam  or  a  cut-open  condom  that 
makes  a  square)  between  your  mouth  and  the  vagina.  Plastic  food 
wrap  also  can  be  used  as  a  barrier. 

The  barrier  reduces  the  risk  of  blood  or  vaginal  fluids  entering  your  mouth. 
For  more  information  about  latex  condoms,  female  condoms,  and  plastic 
(pblyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors 
that  may  have  put  you  at  risk,  call  the  CDC  National  AIDS  Hotline  at 
1-800-342-2437  (English),  1-800-344-7432  (Spanish),  or  1-800-243-7889 
(TTY). 

Question:  Can  I  get  HIV  from  someone  performing  oral  sex  on  me? 

Answer:  Yes,  it  is  possible  for  you  to  become  infected  with  HIV  through 
receiving  oral  sex.  If  your  partner  has  HIV,  blood  from  his  or  her  mouth 
may  enter  the  urethra  (the  opening  at  the  tip  of  the  penis),  the  vagina,  the 
anus,  or  directly  into  the  body  through  small  cuts  or  open  sores.  While  no 
one  knows  exactly  what  the  degree  of  risk  is,  evidence  suggests  that  the  risk 
is  less  than  that  of  unprotected  anal  or  vaginal  sex. 

If  you  choose  to  have  oral  sex, 

•  use  a  latex  condom  on  the  penis;  or 

•  if  you  or  your  partner  is  allergic  to  latex,  a  plastic  (polyurethane) 
condom  can  be  used. 

Research  has  shown  the  effectiveness  of  latex  condoms  used  on  the  penis 
for  preventing  the  transmission  of  HIV.  Condoms  are  not  risk-free,  but  they 
greatly  reduce  your  risk  of  becoming  HIV-infected  if  your  partner  has  the 
virus. 

If  you  choose  to  have  oral  sex  and  you  are  female, 

•  use  a  latex  barrier  (such  as  a  cut-open  condom  that  makes  a  square  or 
a  dental  dam)  between  their  mouth  and  the  vagina.  Plastic  food  wrap 
can  also  be  used  as  a  barrier. 

The  barrier  reduces  the  risk  of  blood  entering  the  body  through  the  vagina. 
For  more  information  about  latex  condoms,  female  condoms,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 


CDC:  FAQ  -  HIV/AIDS  Transmission  and  Prevention 


http://www.thebody.corn/cdc/faq/transmissionFAQ.h 


Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors, 
call  the  CDC  National  AIDS  Hotline  at  1-800-343-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 


Question:  Can  I  get  HIV  from  having  vaginal  sex? 

Answer:  Yes,  it  is  possible  to  become  infected  with  HIV  through  vaginal 
intercourse.  In  fact,  it  is  the  most  common  way  the  virus  is  transmitted  in 
much  of  the  world.  HIV  can  be  found  in  the  blood,  semen,  pre-seminal 
fluid,  or  vaginal  fluid  of  a  person  infected  with  the  virus.  The  lining  of  the 
vagina  can  tear  and  possibly  allow  HIV  to  enter  the  body.  Direct  absorption 
of  HIV  through  the  mucous  membranes  that  line  the  vagina  also  is  a 
possibility. 

The  male  may  be  at  less  risk  for  HIV  transmission  than  the  female  through 
vaginal  intercourse.  However,  HIV  can  enter  the  body  of  the  male  through 
his  urethra  (the  opening  at  the  tip  of  the  penis)  or  through  small  cuts  or  open 
sores  on  the  penis. 


If  you  choose  to  have  vaginal  intercourse,  use  a  latex  condom  to  help 
protect  both  you  and  your  partner  from  the  risk  of  HIV  and  other  STDs. 
Studies  have  shown  that  latex  condoms  are  very  effective,  though  not 
perfect,  in  preventing  HIV  transmission  when  used  correctly  and 
consistently.  If  either  partner  is  allergic  to  latex,  plastic  (polyurethane) 
condoms  for  either  the  male  or  female  can  be  used. 

For  more  information  on  latex  condoms,  the  female  condom,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  additional  questions  or  are  concerned  about  personal  behaviors, 
call  the  CDC  National  AIDS  Hotline  at  1-800-342-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 


Question:  Can  I  get  HIV  from  anal  sex? 

Answer:  Yes,  it  is  possible  for  either  sex  partner  to  become  infected  with 
HIV  during  anal  sex.  HIV  can  be  found  in  the  blood,  semen,  pre-seminal 
fluid,  or  vaginal  fluid  of  a  person  infected  with  the  virus.  In  general,  the 
person  receiving  the  semen  is  at  greater  risk  of  getting  HIV  because  the 
lining  of  the  rectum  is  thin  and  may  allow  the  virus  to  enter  the  body  during 
anal  sex.  However,  a  person  who  inserts  his  penis  into  an  infected  partner 
also  is  at  risk  because  HIV  can  enter  through  the  urethra  (the  opening  at  the 


Risk  for  HIV  infection  increases  if  you  or  a  partner  has  a  sexually  |  j 

transmitted  disease  (STD).  See  also  Is  there  a  connection  between  HIV  and 
other  sexually  transmitted  diseases? 
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tip  of  the  penis)  or  through  small  cuts,  abrasions,  or  open  sores  on  the  penis. 

Having  unprotected  (without  a  condom)  anal  sex  is  considered  to  be  a  very 
risky  behavior.  If  people  choose  to  have  anal  sex,  they  should  use  a  latex 
condom.  Most  of  the  time,  condoms  work  well.  However,  condoms  are 
more  likely  to  break  during  anal  sex  than  during  vaginal  sex.  Thus,  even 
with  a  condom,  anal  sex  can  be  risky.  A  person  should  use  a  water-based 
lubricant  in  addition  to  the  condom  to  reduce  the  chances  of  the  condom 
breaking. 

For  more  information  on  latex  condoms,  see  Facts  about  Condoms  and 
Their  Use  in  Preventing  HIV  Infection  and  Other  STDs. 

If  you  would  like  more  information  or  have  personal  concerns,  call  the  CDC 
National  AIDS  Hotline  at  1-800-342-2437  (English),  1-800-344-7432 
(Spanish),  or  1-800-243-7889  (TTY). 


Question:  How  effective  are  latex  condoms  in  preventing  HTV? 

Answer:  Studies  have  shown  that  latex  condoms  are  highly  effective  in 
preventing  HIV  transmission  when  used  consistently  and  correctly.  These 
studies  looked  at  uninfected  people  considered  to  be  at  very  high  risk  of 
infection  because  they  were  involved  in  sexual  relationships  with 
HIV-infected  people.  The  studies  found  that  even  with  repeated  sexual 
contact,  98-100  percent  of  those  people  who  used  latex  condoms  correctly 
and  consistently  did  not  become  infected. 

For  more  information  on  latex  condoms  and  on  the  female  condom  and 
plastic  (polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

If  you  have  other  questions  about  condoms  or  reducing  risks  for  HIV,  call 
the  CDC  National  AIDS  Hotline  at  1-800-342-2437  (English), 
1-800-344-7432  (Spanish),  or  1-800-243-7889  (TTY). 


Question:  Is  there  a  connection  between  HIV  and  other  sexually 
transmitted  diseases? 


,    Answer:  Yes.  Having  a  sexually  transmitted  disease  (STD)  can  increase  a 
person's  risk  of  becoming  infected  with  HIV,  whether  the  STD  causes  open 
sores  or  breaks  in  the  skin  (e.g.,  syphilis,  herpes,  chancroid)  or  does  not 
cause  breaks  in  the  skin  (e.g.,  chlamydia,  gonorrhea). 

If  the  STD  infection  causes  irritation  of  the  skin,  breaks  or  sores  may  make 
it  easier  for  HIV  to  enter  the  body  during  sexual  contact.  Even  when  the 
STD  causes  no  breaks  or  open  sores,  the  infection  can  stimulate  an  immune 
response  in  the  genital  area  that  can  make  HIV  transmission  more  likely. 


In  addition,  if  an  HIV-infected  person  also  is  infected  with  another  STD, 
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that  person  is  three  to  five  times  more  likely  than  other  HIV-infected 
persons  to  transmit  HIV  through  sexual  contact. 

Not  having  (abstaining  from)  sexual  intercourse  is  the  most  effective  way  to 
avoid  STDs,  including  HIV.  For  those  who  choose  to  be  sexually  active,  the 
following  HIV  prevention  activities  are  highly  effective: 

•  Engaging  in  sex  that  does  not  involve  vaginal,  anal,  or  oral  sex, 

•  Having  intercourse  with  only  one  uninfected  partner,  or 

•  Using  latex  condoms  every  time  you  have  sex. 

For  more  information  on  latex  condoms,  the  female  condom,  and  plastic 
(polyurethane)  condoms,  see  Facts  about  Condoms  and  Their  Use  in 
Preventing  HIV  Infection  and  Other  STDs. 

For  more  information  about  the  connection  between  HIV  and  other  STDs, 

see  The  Role  o  fSTD  Testing  and  Treatment  in  HIV  Prevention. 

If  you  have  additional  questions  about  STDs,  or  have  personal  concerns, 
call  the  CDC  National  STD  Hotline  at  1  -800-227-8922. 
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In  addition,  sharing  drug  equipment  (or  "works")  can  be  a  risk  for  spreading 

HIV.  Infected  blood  can  be  introduced  into  drug  solutions  by:  J 


Question:  Why  is  injecting  drugs  a  risk  for  HIV? 

Answer:  At  the  start  of  every  intravenous  injection,  blood  is  introduced  into 
needles  and  syringes.  HTV  can  be  found  in  the  blood  of  a  person  infected 
with  the  virus.  The  reuse  of  a  blood-contaminated  needle  or  syringe  by 
another  drug  injector  (sometimes  called  "direct  syringe  sharing")  carries  a 
high  risk  of  HIV  transmission  because  infected  blood  can  be  injected 
directly  into  the  bloodstream. 


reusing  small  pieces  of  cotton  or  cigarette  filters  ("cottons")  used  to 
filter  out  particles  that  could  block  the  needle. 


II 


using  blood-contaminated  syringes  to  prepare  drugs; 
reusing  water; 

reusing  bottle  caps,  spoons,  or  other  containers  ("spoons"  and  j 
"cookers")  used  to  dissolve  drugs  in  water  and  to  heat  drug  solutions; 
or 


"Street  sellers"  of  syringes  may  repackage  used  syringes  and  sell  them  as 
sterile  syringes.  For  this  reason,  people  who  continue  to  inject  drugs  should  J 
obtain  syringes  from  reliable  sources  of  sterile  syringes,  such  as  | 
pharmacies.  It  is  important  to  know  that  sharing  a  needle  or  syringe  for  any 
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use,  including  skin  popping  and  injecting  steroids,  can  put  one  at  risk  for 
HIV  and  other  blood-borne  infections. 


Question:  How  can  people  who  use  injection  drugs  reduce  their  risk  for 
HIV  infection? 

Answer:  The  CDC  recommends  that  people  who  inject  drugs  should  be 
regularly  counseled  to: 

•  Stop  using  and  injecting  drugs. 

•  Enter  and  complete  substance  abuse  treatment,  including  relapse 
prevention. 

For  injection  drug  users  who  cannot  or  will  not  stop  injecting  drugs,  the 
following  steps  may  be  taken  to  reduce  personal  and  public  health  risks: 

•  Never  reuse  or  "share"  syringes,  water,  or  drug  preparation 
equipment. 

•  Only  use  syringes  obtained  from  a  reliable  source  (such  as 
pharmacies  or  needle  exchange  programs). 

•  Use  a  new,  sterile  syringe  to  prepare  and  inject  drugs. 

•  If  possible,  use  sterile  water  to  prepare  drugs;  otherwise,  use  clean 
water  from  a  reliable  source  (such  as  fresh  tap  water). 

•  Use  a  new  or  disinfected  container  ("cooker")  and  a  new  filter 
("cotton")  to  prepare  drugs. 

•  Clean  the  injection  site  prior  to  injection  with  a  new  alcohol  swab. 

•  Safely  dispose  of  syringes  after  one  use. 

If  new,  sterile  syringes  and  other  drug  preparation  and  injection  equipment 
are  not  available,  then  previously  used  equipment  should  be  boiled  in  water 
or  disinfected  with  bleach  before  reuse.  More  information  on  reducing  HIV 
risks  associated  with  drug  infection  is  contained  in  the  HIV  Prevention 
Bulletin:  Medical  Advice  For  Persons  Who  Inject  Illicit  Drugs  (May  9, 
1997). 

Injection  drug  users  and  their  sex  partners  also  should  take  precautions, 
such  as  using  condoms  consistently  and  correctly,  to  reduce  risks  of  sexual 
transmission  of  HIV.  For  more  information  on  condoms,  see  Facts  about 
Condoms  and  Their  Use  in  Preventing  HIV  In  fection  and  Other  STDs. 


Persons  who  continue  to  inject  drugs  should  periodically  be  tested  for  HIV. 
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Question:  Can  I  get  HIV  from  getting  a  tattoo  or  through  body 
piercing? 

Answer:  A  risk  of  HIV  transmission  does  exist  if  instruments  contaminated 
with  blood  are  either  not  sterilized  or  disinfected  or  are  used  inappropriately 
between  clients.  CDC  recommends  that  instruments  that  are  intended  to 
penetrate  the  skin  be  used  once,  then  disposed  of  or  thoroughly  cleaned  and 
sterilized. 

Personal  service  workers  who  do  tattooing  or  body  piercing  should  be 
educated  about  how  HIV  is  transmitted  and  take  precautions  to  prevent 
transmission  of  HIV  and  other  blood-bome  infections  in  their  settings.  If 
you  are  considering  getting  a  tattoo  or  having  your  body  pierced,  ask  staff  at 
the  establishment  what  procedures  they  use  to  prevent  the  spread  of  HTV 
and  other  blood-borne  infections,  such  as  hepatitis  B  virus.  You  also  may 
call  the  local  health  department  to  find  out  what  sterilization  procedures  are 
in  place  in  the  local  area  for  these  types  of  establishments. 


Question:  Are  health  care  workers  at  risk  of  getting  HTV  on  the  job? 

Answer:  The  risk  of  health  care  workers  getting  HIV  on  the  job  is  very  low, 
especially  if  they  carefully  follow  universal  precautions  (i.e.,  using 
protective  practices  and  personal  protective  equipment  to  prevent  HTV  and 
other  blood-borne  infections).  It  is  important  to  remember  that  casual, 
everyday  contact  with  an  HIV-infected  person  does  not  expose  health  care 
workers  or  anyone  else  to  HIV.  For  health  care  workers  on  the  job,  the  main 
risk  of  HTV  transmission  is  through  accidental  injuries  from  needles  and 
other  sharp  instruments  that  may  be  contaminated  with  the  virus.  Even  this 
risk  is  small,  however.  Scientists  estimate  that  the  risk  of  infection  from  a 
needle  jab  is  less  than  1  percent,  a  figure  based  on  the  findings  of  several 
studies  of  health  care  workers  who  received  punctures  from 
HIV-contaminated  needles  or  were  otherwise  exposed  to  HTV-contaminated 
blood. 

For  more  information  on  universal  precautions  or  occupational  risks  of  HIV 
exposure,  call  the  CDC  National  Prevention  Information  Network 
(operators  of  the  National  AIDS  Clearinghouse)  at  1-800-458-5231. 


Question:  Are  patients  in  a  dentist's  or  doctor's  office  at  risk  of  getting 
HTV? 

Answer:  Although  HTV  transmission  is  possible  in  health  care  settings,  it  is 
extremely  rare.  Medical  experts  emphasize  that  the  careful  practice  of 
infection  control  procedures,  including  universal  precautions,  protects 
patients  as  well  as  health  care  providers  from  possible  HIV  infection  in 
medical  and  dental  offices. 

In  1990,  the  CDC  reported  on  an  HIV-infected  dentist  in  Florida  who 
apparently  infected  some  of  his  patients  while  doing  dental  work.  Studies  of 
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viral  DNA  sequences  linked  the  dentist  to  six  of  his  patients  who  were  also 
HIV-infected.  The  CDC  has  as  yet  been  unable  to  establish  how  the 
transmission  took  place. 

Further  studies  of  more  than  22,000  patients  of  63  health  care  providers 
who  were  HIV-infected  have  found  no  further  evidence  of  transmission 
from  provider  to  patient  in  health  care  settings. 

For  more  information  on  universal  precautions  or  occupational  risks  of  HIV 
exposure,  call  the  CDC  National  Prevention  Information  Network 
(operators  of  the  National  AIDS  Clearinghouse)  at  1-800-458-5231. 


Question:  Should  I  be  concerned  about  getting  infected  with  HIV  while 
playing  sports? 

Answer:  There  are  no  documented  cases  of  HIV  being  transmitted  during 
participation  in  sports.  The  very  low  risk  of  transmission  during  sports 
participation  would  involve  sports  with  direct  body  contact  in  which 
bleeding  might  be  expected  to  occur. 

If  someone  is  bleeding,  their  participation  in  the  sport  should  be  interrupted 
until  the  wound  stops  bleeding  and  is  both  antiseptically  cleaned  and 
securely  bandaged.  There  is  no  risk  of  HIV  transmission  through  sports 
activities  where  bleeding  does  not  occur. 


Question:  Can  I  get  HIV  from  casual  contact  (shaking  hands,  hugging, 
using  a  toilet,  drinking  from  the  same  glass,  or  the  sneezing  and 
coughing  of  an  infected  person)? 

Answer:  No.  HIV  is  not  transmitted  by  day-to-day  contact  in  the 
workplace,  schools,  or  social  settings.  HIV  is  not  transmitted  through 
shaking  hands,  hugging,  or  a  casual  kiss.  You  cannot  become  infected  from 
a  toilet  seat,  a  drinking  fountain,  a  door  knob,  dishes,  drinking  glasses,  food, 
or  pets. 

A  small  number  of  cases  of  transmission  have  been  reported  in  which  a 
person  became  infected  with  HIV  as  a  result  of  contact  with  blood  or  other 
body  secretions  from  an  HIV-infected  person  in  the  household.  Although 
contact  with  blood  and  other  body  substances  can  occur  in  households, 
transmission  of  HIV  is  rare  in  this  setting.  However,  persons  infected  with 
HIV  and  persons  providing  home  care  for  those  who  are  HIV-infected 
should  be  fully  educated  and  trained  regarding  appropriate  infection-control 
techniques. 

HTV  is  not  an  airborne  or  food-borne  virus,  and  it  does  not  live  long  outside 
the  body.  HTV  can  be  found  in  the  blood,  semen,  or  vaginal  fluid  of  an 
infected  person.  The  three  main  ways  HIV  is  transmitted  are: 


1.  Through  having  sex  (anal,  vaginal,  or  oral)  with  someone  infected 
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with  HIV. 

2.  Through  sharing  needles  and  syringes  with  someone  who  has  HIV. 

3.  Through  exposure  (in  the  case  of  infants)  to  HIV  before  or  during 
birth,  or  through  breast  feeding. 

For  more  information  about  HIV  transmission,  see  Facts  about  the  Human 
Immunodeficiency  Virus  and  Its  Transmission. 

For  more  information  about  providing  home  care  or  living  with  a  person 
who  is  HIV-infected,  call  the  CDC  National  Prevention  Information 
Network  (operators  of  the  National  AIDS  Clearinghouse)  at 
1-800-458-523 1  and  ask  for  the  publication  "Caring  for  Someone  with 
AIDS:  Information  for  Friends,  Relatives,  Household  Members,  and  Others 
Who  Care  for  a  Person  With  AIDS  at  Home." 


Question:  Can  I  get  infected  with  HIV  from  mosquitoes? 

Answer:  No.  From  the  start  of  the  HIV  epidemic  there  has  been  concern 
about  HIV  transmission  of  the  virus  by  biting  and  bloodsucking  insects, 
such  as  mosquitoes.  However,  studies  conducted  by  the  CDC  and  elsewhere 
have  shown  no  evidence  of  HIV  transmission  through  mosquitoes  or  any 
other  insects  —  even  in  areas  where  there  are  many  cases  of  AIDS  and  large 
populations  of  mosquitoes.  Lack  of  such  outbreaks,  despite  intense  efforts 
to  detect  them,  supports  the  conclusion  that  HIV  is  not  transmitted  by 
insects.  . 

The  results  of  experiments  and  observations  of  insect  biting  behavior 
indicate  that  when  an  insect  bites  a  person,  it  does  not  inject  its  own  or  a 
previously  bitten  person's  or  animal's  blood  into  the  next  person  bitten. 
Rather,  it  injects  saliva,  which  acts  as  a  lubricant  so  the  insect  can  feed 
efficiently.  Diseases  such  as  yellow  fever  and  malaria  are  transmitted 
through  the  saliva  of  specific  species  of  mosquitoes.  However,  HIV  lives 
for  only  a  short  time  inside  an  insect  and,  unlike  organisms  that  are 
transmitted  via  insect  bites,  HIV  does  not  reproduce  (and  does  not  survive) 
in  insects.  Thus,  even  if  the  virus  enters  a  mosquito  or  another  insect,  the 
insect  does  not  become  infected  and  cannot  transmit  HIV  to  the  next  human 
it  bites. 

There  also  is  no  reason  to  fear  that  a  mosquito  or  other  insect  could  transmit 
HIV  from  one  person  to  another  through  HIV-infected  blood  left  on  its 
mouth  parts.  Several  reasons  help  explain  why  this  is  so.  First,  infected 
people  do  not  have  constantly  high  levels  of  HIV  in  their  blood  streams. 
Second,  insect  mouth  parts  retain  only  very  small  amounts  of  blood  on  their 
surfaces.  Finally,  scientists  who  study  insects  have  determined  that  biting 
insects  normally  do  not  travel  from  one  person  to  the  next  immediately  after 
ingesting  blood.  Rather,  they  fly  to  a  resting  place  to  digest  the  blood  meal. 
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In  the  United  States,  the  impact  of  HTV  and  AIDS  in 
the  African  American  community  has  been  devastating. 
Through  December  2000,  CDC  had  received  reports 
of 774,467  AIDS  cases  -  of  those,  292,522  cases 
occurred  among  African  Americans.  Representing  only 
an  estimated  1 2%  of  the  total  U.S.  population,  African 
Americans  make  up  almost  38%  of  all  AIDS  cases 
'  reported  in  this  country.  Of  persons  infected  with  HIV, 
it  is  estimated  that  almost  129,000  African  Americans 
were  living  with  AIDS  at  the  end  of  1 999. 


Proportion  of  AIDS  Cases,  by  Race/Ethnicity  and 
Year  of  Report,  1985  -  2000,  United  States 
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In  2000,  more  African  Americans  were  reported 
with  AIDS  than  any  other  racial/ethnic  group. 

#  1 9,890  cases  were  reported  among  African  Ameri 
cans,  representing  nearly  half  (47%)  of  the  42, 1 56 
AIDS  cases  reported  that  year. 

#  Almost  two-thirds  (63%)  of  all  women  reported 
with  AIDS  were  African  American. 

#  African  American  children  also  represented  almost 
two-thirds  (65%)  of  all  reported  pediatric  AIDS 
cases. 

#  The  2000  rate  of  reported  AIDS  cases  among 
African  Americans  was  58.1  per  1 00,000  popula 
tion,  more  than  2  times  the  rate  for  Hispanics  and  8 
times  the  rate  for  whites. 


Data  on  HTV  and  AIDS  diagnoses  in  25  states  with 
integrated  reporting  systems  show  the  increased 
impact  of  the  epidemic  on  the  African  American 
community  in  the  last  few  years.  In  these  states,  during 
the  period  from  January  1 996  through  June  1 999, 
African  Americans  represented  a  high  proportion 
(50%)  of  all  AIDS  diagnoses,  but  an  even  greater 
proportion  (57%)  of  all  HTV  diagnoses.  And  among 
young  people  (ages  1 3  to  24),  65%  of  the  HIV 
diagnoses  were  among  African  Americans. 

Prevention  Efforts  Must  Focus  on 
High-Risk  Behaviors 

Adult/Adolescent  Men.  Among  African  American 
men  reported  with  AIDS,  men  who  have  sex  with  men 
(MSM)  represent  the  largest  proportion  (37%)  of 
reported  cases  since  the  epidemic  began.  The  second 
most  common  exposure  category  for  African  Ameri- 
can men  is  injection  drug  use  (34%),  and  heterosexual 
exposure  accounts  for  8%  of  cumulative  cases. 

Adult/Adolescent  Women.  Among  African  American 
women  reported  with  AIDS,  injection  drug  use  has 
accounted  for  4 1  %  of  all  AIDS  case  reports  since  the 
epidemic  began,  with  38%  due  to  heterosexual 
contact. 

Interrelated  Prevention  Challenges 
in  African  American  Communities 

Looking  at  select  seroprevalence  studies  among  high- 
risk  populations  gives  an  even  clearer  picture  of  why 
the  epidemic  continues  to  spread  in  communities  of 
color.  The  data  suggest  that  three  interrelated  issues 
play  a  role — the  continued  health  disparities  between 
economic  classes,  the  challenges  related  to  controlling 
substance  abuse,  and  the  intersection  of  substance 
abuse  with  the  epidemic  of  HTV  and  other  sexually 
transmitted  diseases  (STDs). 


African  Americans.  May  2002 


#  Substance  abuse  is  fueling  the  sexual  spread 
of  HIV  in  the  United  States,  especially  in 
minority  communities  with  high  rates  of  STDs. 
Studies  of  HTV  prevalence  among  patients  in  drug 
treatment  centers  and  STD  clinics  find  the  rates  of 
HTV  infection  among  African  Americans  to  be 
significantly  higher  than  those  among  whites. 
Sharing  needles  and  trading  sex  for  drugs  are  two 
ways  that  substance  abuse  can  lead  to  HIV  and 
other  STD  transmission,  putting  sex  partners  and 
children  of  drug  users  at  risk  as  well.  Comprehen- 
sive programs  for  drug  users  must  provide  the 
information,  skills,  and  support  necessary  to  reduce 
both  injection-related  and  sexual  risks.  At  the  same 
time,  HTV  prevention  and  treatment,  substance 
abuse  prevention,  and  sexually  transmitted  disease 
treatment  and  prevention  services  must  be  better 
integrated  to  take  advantage  of  the  multiple  oppor- 
tunities for  intervention. 

#  Prevention  efforts  must  be  improved  and 
sustained  for  young  gay  men.  In  a  sample  of 
young  men  who  have  sex  with  men  (ages  1 5-22)  in 


seven  urban  areas,  researchers  found  that,  overall, 
7%  were  infected  with  HTV  (range,  2%-12%).  A 
significantly  higher  percentage  of  African  American 
MSM  (14%)  than  white  MSM  (3%)  were  infected. 

It  is  clear  that  the  public  sector  alone  cannot  success- 
fully combat  HTV  and  AIDS  in  the  African  American 
community.  Overcoming  the  current  barriers  to  HTV 
prevention  and  treatment  requires  that  local  leaders 
acknowledge  the  severity  of  the  continuing  epidemic 
among  African  Americans  and  play  an  even  greater 
role  in  combating  HTV/AIDS  in  their  own  communi- 
ties. Additionally,  HTV  prevention  strategies  known  to 
be  effective  (both  behavioral  and  biomedical)  must  be 
available  and  accessible  for  all  populations  at  risk. 

For  information  about  national  HIV  prevention 
activities,  see  the  following  CDC  fact  sheets: 

•  "CDC's  Role  in  HTV  and  AIDS  Prevention" 

•  "Linking  Science  and  Prevention  Programs — 
The  Need  for  Comprehensive  Strategies" 


For  more  information. 


CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 
P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 


HIV/AIDS  Among  Hispanics 
in  the  United  States 


CONTROL  AND  PREVENTION 


The  United  States  has  a  large  and  growing  Hispanic 
population  that  is  heavily  affected  by  the  HTV7AIDS 
epidemic.  In  2000,  Hispanics  represented  13%  of  the 
U.S.  population  (including  residents  of  Puerto  Rico), 
but  accounted  for  1 9%  of  the  total  number  of  new 
U.S.  AIDS  cases  reported  that  year  (8,173  of  42,156 
cases).  The  AIDS  incidence  rate  per  1 00,000  popula- 
tion (the  number  of  new  cases  of  a  disease  that  occur 
during  a  specific  time  period)  among  Hispanics  in 
2000  was  22.5,  more  than  3  times  the  rate  for  whites 
(6.6),  but  lower  than  the  rate  for  African  Americans 
(58.1). 

Hispanics  in  the  United  States  include  a  diverse 
mixture  of  ethnic  groups  and  cultures.  As  shown  in  the 
chart,  HTV  exposure  risks  for  U.S.-bom  Hispanics 
and  Hispanics  bom  in  other  countries  vary  greatly, 
indicating  a  need  for  specifically  targeted  prevention 
efforts  (Table  19,  HTV/AIDS  Surveillance  Report, 
2000  Year-end  Edition,  Vol.  1 2,  No.  2). 

Historical  Trends  in  AIDS  Cases 
Among  Hispanics  in  the  U.S. 

Between  1 993  and  1 999,  the  number  of  persons  living 
with  AIDS  increased,  as  a  result  of  the  1 993  ex- 
panded AIDS  case  definition  and,  more  recently, 
improved  survival  among  those  who  have  benefited 
from  the  new  combination  drug  therapies.  During  that 
period,  the  characteristics  of  persons  living  with  AIDS 
were  changing,  reflecting  an  expansion  of  the  epi- 
demic, particularly  in  minority  populations.  In  1 993, 
1 8%  of  those  estimated  to  be  living  with  AIDS  were 
Hispanic,  while  in  1999, 20%  were  Hispanic.  In 
comparison,  non-Hispanic  whites  represented  46%  of 
people  estimated  to  be  living  with  AIDS  in  1 993,  but 
only  38%  in  1999. 

Cumulatively,  males  account  for  the  largest  proportion 
(81%)  of  AIDS  cases  reported  among  Hispanics  in 
the  United  States,  although  the  proportion  of  cases 


among  females  is  rising.  Females  represent  19%  of 
cumulative  AIDS  cases  among  Hispanics,  but  account 
for  23%  of  cases  reported  in  2000  alone.  Sixty 
percent  of  Hispanics  reported  with  AIDS  in  2000 
were  born  in  the  U.S.;  of  those,  42%  were  born  in 
Puerto  Rico. 

Proportion  of  U.S.  AIDS  Cases 
Reported  in  2000  Among  Selected  Hispanics 
by  Exposure  Category  and  Place  of  Birth 
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From  the  beginning  of  the  epidemic  through  December 
2000, 1 1 4,0 1 9  Hispanic  men  have  been  reported  with 
AIDS  in  the  United  States.  Of  these  cases,  men  who 
have  sex  with  men  (MSM)  represent  42%,  injection 
drug  users  (IDUs)  account  for  35%,  and  6%  of  cases 
were  due  to  heterosexual  contact.  About  7%  of  cases 
were  among  Hispanic  men  who  both  had  sex  with  men 
and  injected  drugs.  Among  men  bom  in  Puerto  Rico, 
however,  injection  drug  use  accounts  for  a  significantly 
higher  proportion  of  cases  than  male-male  sex. 

For  adult  and  adolescent  Hispanic  women,  hetero- 
sexual contact  accounts  for  the  largest  proportion 
(47%)  of  cumulative  AIDS  cases,  most  of  which  are 
linked  to  sex  with  an  injection  drug  user.  Injection  drug 
use  accounts  for  an  additional  40%  of  AIDS  cases 
among  U.S.  Hispanic  women. 

Building  Better  Prevention 
Programs  for  Hispanics 

While  race  and  ethnicity  alone  are  not  risk  factors  for 
HTV  infection,  underlying  social  and  economic  condi- 
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tions  (such  as  language  or  cultural  diversity,  higher 
rates  of  poverty  and  substance  abuse,  or  limited 
access  to  or  use  of  health  care)  may  increase  the  risk 
for  infection  in  some  Hispanic  American  communities. 

#  Transmission  related  to  substance  abuse 
continues  to  be  a  significant  problem  among 
Hispanics  living  in  the  United  States,  especially 
among  those  of  Puerto  Rican  origin.  Studies  of 
patients  in  drug  treatment  centers  find  HTV  preva- 
lence among  Hispanics  to  be  substantially  higher  in 
some  regions  Of  the  country,  particularly  the  North- 
east and  Midwest.  Comprehensive  programs  for 
drug  users  must  provide  the  information,  skills,  and 
support  necessary  to  reduce  both  injection-related 
and  sexual  risks.  In  addition,  HIV  prevention  and 
treatment,  substance  abuse  prevention,  and  sexually 
transmitted  disease  treatment  and  prevention 
services  must  be  better  integrated  to  take  advan- 
tage of  the  multiple  opportunities  for  intervention. 

#  Prevention  messages  must  be  tailored  to  the 
affected  communities.  Hispanic  populations  need 
interventions  that  ( 1 )  are  consistent  with  their  values 
and  beliefs  and  (2)  include  skills-building  activities 
to  facilitate  changes  in  sexual  behavior.  Further, 
because  the  HTV/ AIDS  epidemic  among  Hispanics 


living  in  the  U.S.  reflects  to  a  large  extent  the 
exposure  modes  and  cultural  modes  of  the  individu- 
als' birthplaces,  an  understanding  of  these  behav- 
iors and  differences  is  important  in  targeting  pre- 
vention efforts.  For  example,  some  high-risk 
behaviors  associated  with  drug  abuse  (such  as  use 
of  shooting  galleries)  may  be  more  predominant 
among  Puerto  Rico-born  Hispanics  than  among 
other  Hispanics.  Therefore,  for  these  populations, 
prevention  strategies  should  emphasize  (1)  prevent- 
ing and  treating  substance  abuse  and  (2)  decreasing 
needle-sharing  and  the  use  of  shooting  galleries. 
For  Hispanics  born  in  Mexico,  Cuba,  and  Central 
and  South  America,  CDC  data  indicate  that  male- 
male  sex  is  the  primary  mode  of  HTV  transmission. 
Messages  targeted  to  these  populations  must  be 
based  on  an  understanding  of  their  cultural  attitudes 
toward  homosexuality  and  bisexuality,  which  may 
be  different  from  those  of  other  populations  at  high 
risk  for  infection. 

To  improve  prevention  programs  in  Hispanic  commu- 
nities across  the  United  States,  in  addition  to  address- 
ing underlying  social  and  economic  conditions,  we 
must  apply  the  lessons  we  have  already  learned  about 
the  design  of  culturally  appropriate  HTV  prevention 
efforts  for  each  Hispanic  population. 


For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-  AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 
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control  and  prevention 


Need  for  Sustained  HIV  Prevention 
t  Among  Men  who  Have  Sex  with  Men 


In  the  United  States,  HTV-related  illness  and  death 
historically  have  had  a  tremendous  impact  on  men 
who  have  sex  with  men  (MSM).  Even  though  the  toll 
of  the  epidemic  among  injection  drug  users  (IDUs)  and 
heterosexuals  has  increased  during  the  last  decade, 
MSM  continue  to  account  for  the  largest  number  of 
people  reported  with  AIDS  each  year.  In  2000  alone, 
1 3,562  AIDS  cases  were  reported  among  MSM, 
compared  with  8,53 1  among  IDUs  and  6,530  among 
men  and  women  who  acquired  HIV  heterosexually. 

Overall,  the  number  of  MSM  of  all  races  and 
ethnicities  who  are  living  with  AIDS  has  increased 
steadily,  partly  as  a  result  of  the  1 993  expanded 
AIDS  case  definition  and,  more  recently,  of  improved 
survival.  (See  chart  below.) 


Estimated  Number  of  U.S.  Adult/ 
Adolescent  MSM  Living  with  AIDS 
by  Year,  1 994-1 999,  United  States 
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Continuing  Risk  Among 
Young  MSM 

Abundant  evidence  shows  a  need  to  sustain  preven- 
tion efforts  for  each  generation  of  young  gay  and 
bisexual  men.  We  cannot  assume  that  the  positive 
attitudinal  and  behavioral  change  seen  among  older 
men  also  applies  to  younger  men.  Recent  data  on  HTV 
prevalence  and  risk  behaviors  suggest  that  young  gay 
and  bisexual  men  continue  to  place  themselves  at 
considerable  risk  for  HTV  infection  and  other  sexually 
transmitted  diseases  (STDs). 


□  Ongoing  studies  show  that  both  HTV  prevalence 
ratio  (the  proportion  of  people  living  with  HTV  in 
a  population)  and  prevalence  of  risk  behaviors 
remain  high  among  some  young  MSM.  In  a 
sample  of  MSM  1 5-22  years  old  in  seven  urban 
areas,  CDC  researchers  found  that,  overall,  7% 
already  were  infected  with  HTV.  Higher  percent- 
ages of  African  Americans  ( 1 4%)  and  Hispanics 
(7%)  were  infected  than  were  whites  (3%). 

□  In  the  34  areas  with  confidential  HTV  reporting, 
data  show  that  substantial  numbers  of  MSM  still 
are  being  infected,  especially  young  men.  In 
2000, 59%  of  reported  HTV  infections  among 
adolescent  males  aged  13-19  and  53%  of  cases 
among  men  aged  20-24  were  attributed  to  male- 
to-male  sexual  contact. 

□  Research  among  gay  and  bisexual  men  suggests 
that  some  individuals  are  now  less  concerned 
about  becoming  infected  than  in  the  past  and 
may  be  inclined  to  take  more  risks.  This  is 
backed  up  by  reported  increases  in  gonorrhea 
among  gay  men  in  several  large  U.S.  cities 
between  1 993  and  1 996.  Despite  medical 
advances,  HTV  infection  remains  a  serious, 
usually  fatal  disease  that  requires  complex, 
costly,  and  difficult  treatment  regimens  that  do 
not  work  for  everyone.  As  better  treatment 
options  are  developed,  we  must  not  lose  sight  of 
the  fact  that  preventing  HTV  infection  in  the  first 
place  precludes  the  need  for  people  to  undergo 
these  difficult  and  expensive  therapies. 

These  data  highlight  the  need  to  design  more 
effective  prevention  efforts  for  gay  and  bisexual 
men  of  color.  The  involvement  of  community  and 
opinion  leaders  in  prevention  efforts  will  be  critical 
for  overcoming  cultural  barriers  to  prevention, 
including  homophobia.  For  example,  there  remains 
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a  tremendous  stigma  to  acknowledging  gay  and 
bisexual  activity  in  African  American  and  Hispanic 
communities. 

Need  to  Combat  Other  STDs 

Studies  among  MSM  who  are  treated  in  STD  clinics 
have  shown  consistently  high  percentages  of  HTV 
infection,  ranging  from  nearly  4%  in  Seattle  to  a  high  of 
almost  36%  in  Atlanta.  (See  CDC's  National  HIV 
Prevalence  Surveys,  1997  Summary,  Table  1 .)  Some 
studies  have  shown  that  the  likelihood  of  both  acquir- 
ing and  spreading  HTV  is  2-5  times  greater  in  people 
with  STDs,  and  that  aggressively  treating  STDs  in  a 
community  may  help  to  reduce  the  rate  of  new  HTV 
( infections.  Along  with  prompt  attention  to  and  treat- 
ment of  STDs,  efforts  to  reduce  the  behaviors  that 
spread  STDs  are  critical. 


Prevention  Services  Must  Reach 
Both  Uninfected  and  Infected 

Research  has  shown  that  high-risk  behavior  is  continu- 
ing in  some  populations  of  MSM,  including  those  who 
are  infected  with  HTV.  Because  HIV-infected  gay  and 
bisexual  men  are  living  longer  and  healthier  lives, 
greater  efforts  must  be  made  to  reach  them  with 
behavioral  interventions  that  can  help  them  protect 
their  own  health  and  prevent  transmission  to  others. 

For  information  about  national  HIV  prevention 
activities,  see  the  following  CDC  fact  sheets: 

■  "CDC's  Role  in  HTV  and  AIDS  Prevention" 

■  "Linking  Science  and  Prevention  Programs — 
The  Need  for  Comprehensive  Strategies" 


Formore  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003. 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.qdc.gov/hiv 
NPIN:  http://www.cdcnpin.org 
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CENTERS  FOR  DISEASE 
CONTROL  AND  PREVENTION 


Drug-Associated  HIV  Transmission 
Continues  in  the  United  States 


Sharing  syringes  and  other  equipment  for  drug  injec- 
tion is  a  well  known  route  of  HTV  transmission,  yet 
injection  drug  use  contributes  to  the  epidemic' s 
spread  far  beyond  the  circle  of  those  who  inject. 
People  who  have  sex  with  an  injection  drug  user 
(IDU)  also  are  at  risk  for  infection  through  the  sexual 
transmission  of  HTV.  Children  bom  to  mothers  who 
contracted  HTV  through  sharing  needles  or  having  sex 
with  an  IDU  may  become  infected  as  well. 

Since  the  epidemic  began,  injection  drug  use  has 
directly  and  indirectly  accounted  for  more  than  one- 
third  (36%)  of  AIDS  cases  in  the  United  States.  This 
disturbing  trend  appears  to  be  continuing.  Of  the 
42, 1 56  new  cases  of  AIDS  reported  in  2000, 1 1 ,635 
(28%)  were  IDU-associated. 


Proportion  of  IDU  Associated 
AIDS  Cases,  by  Exposure  Category, 
Reported  in  2000,  United  States 
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Racial  and  ethnic  minority  populations  in  the  United 
States  are  most  heavily  affected  by  IDU-associated 
AIDS.  In  2000,  IDU-associated  AIDS  accounted  for 
26%  of  all  ADDS  cases  among  African  American  and 
3 1  %  among  Hispanic  adults  and  adolescents,  com- 
pared with  1 9%  of  all  cases  among  white  adults/ 
adolescents. 

IDU-associated  AIDS  accounts  for  a  larger  propor- 
tion of  cases  among  adolescent  and  adult  women  than 
among  men.  Since  the  epidemic  began,  57%  of  all 


AIDS  cases  among  women  have  been  attributed  to 
injection  drug  use  or  sex  with  partners  who  inject 
drugs,  compared  with  3 1  %  of  cases  among  men. 

Noninjection  drugs  (such  as  "crack"  cocaine)  also 
contribute  to  the  spread  of  the  epidemic  when  users 
trade  sex  for  drugs  or  money,  or  when  they  engage  in 
risky  sexual  behaviors  that  they  might  not  engage  in 
when  sober.  One  CDC  study  of  more  than  2,000 
young  adults  in  three  inner-city  neighborhoods  found 
that  crack  smokers  were  three  times  more  likely  to  be 
infected  with  HTV  than  non-smokers. 

Strategies  for  IDUs  Must  Be 
Comprehensive 

Comprehensive  HTV  prevention  interventions  for 
substance  abusers  must  provide  education  on  how  to 
prevent  transmission  through  sex. 

Numerous  studies  have  documented  that  drug  users 
are  at  risk  for  HTV  through  both  drug-related  and 
sexual  behaviors,  which  places  their  partners  at  risk  as 
well.  Comprehensive  programs  must  provide  the 
information,  skills,  and  support  necessary  to  reduce 
both  risks.  Researchers  have  found  that  many  inter- 
ventions aimed  at  reducing  sexual  risk  behaviors 
among  drug  users  have  significantly  increased  the 
practice  of  safer  sex  (e.g.,  using  condoms,  avoiding 
unprotected  sex)  among  participants. 

Drug  abuse  treatment  is  HIV  prevention, 
but  drug  treatment  slots  are  scarce. 

In  the  United  States,  drug  use  and  dependence  are 
widespread  in  the  general  population.  Experts  gener- 
ally agree  that  there  are  about  1  million  active  IDUs  in 
this  country,  as  well  as  many  others  who  use 
noninjection  drugs  or  abuse  alcohol.  Clearly,  the  need 
for  substance  abuse  treatment  vastly  exceeds  our 
capacity  to  provide  it.  Effective  substance  abuse 
treatment  that  helps  people  stop  using  drugs  not  only 


IDU.  May  2002 


eliminates  the  risk  of  HTV  transmission  from  sharing 
contaminated  syringes,  but,  for  many,  reduces  the  risk 
of  engaging  in  risky  behaviors  that  might  result  in 
sexual  transmission. 

For  injection  drug  users  who  cannot  or  will 
not  stop  injecting  drugs,  using  sterile 
needles  and  syringes  only  once  remains 
the  safest,  most  effective  approach  for 
limiting  HIV  transmission. 

To  minimize  the  risk  of  HTV  transmission,  IDUs  must 
have  access  to  interventions  that  can  help  them  protect 
their  health.  They  must  be  advised  to  always  use  sterile 
injection  equipment;  warned  never  to  reuse  needles, 
( syringes,  and  other  injection  equipment;  and  told  that 
using  syringes  that  have  been  cleaned  with  bleach  or 
other  disinfectants  is  not  as  safe  as  using  new,  sterile 
syringes. 

Having  access  to  sterile  injection 
equipment  is  important,  but  it  is  not 
enough. 

Preventing  the  spread  of  HTV  through  injection  drug 
use  requires  a  comprehensive  approach  that  incorpo- 
rates several  basic  principles: 

■  ensure  coordination  and  collaboration  among  all 
providers  of  services  to  IDUs,  their  sex  partners, 
and  their  children, 

■  ensure  coverage,  access  to,  and  quality  of 
interventions, 


■  recognize  and  overcome  stigma  associated  with 
injection  drug  use,  and 

■  tailor  services  and  programs  to  the  diverse 
populations  and  characteristics  of  IDUs. 

Strategies  for  prevention  should  include: 

■  preventing  initiation  of  drug  injection, 

■  using  community  outreach  programs  to  reach  drug 
users  on  the  streets, 

■  improving  access  to  high  quality  substance  abuse 
treatment  programs, 

■  instituting  HTV  prevention  programs  in  jails  and 
prisons, 

■  providing  health  care  for  HIV-infected  IDUs,  and 

■  making  HTV  risk-reduction  counseling  and  testing 
available  for  IDUs  and  their  sex  partners. 

Better  integration  of  all  prevention  and 
treatment  services  is  critically  needed. 

HIV  prevention  and  treatment,  substance  abuse 
prevention,  and  sexually  transmitted  disease  treatment 
and  prevention  services  must  be  better  integrated  to 
take  advantage  of  the  multiple  opportunities  for 
intervention — first,  to  help  the  uninfected  stay  that 
way;  second,  to  help  infected  people  stay  healthy;  and 
third,  to  help  infected  individuals  initiate  and  sustain 
behaviors  that  will  keep  themselves  safe  and  prevent 
transmission  to  others. 


'  For  more  information... 

CDC  National  STD  &  AIDS  Hotlines: 
1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 


CDC  National  Prevention 
Information  Network: 

P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 


Internet  Resources: 

NCHSTP:  http://www.cdc.gov/nchstp/od/ 
nchstp.html 
DHAP:  http://www.cdc.gov/hiv 

IDU:http//www.cdc.gov/idu 
NPIN:  http://www.cdcnpin.org 
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Older  Americans  and  HIV 


Individuals  aged  50  and  older  account  for  over 
11%  (81,000)  of  AIDS  cases  in  the  United 
States.  According  to  the  Centers  for  Disease 
Control  and  Prevention  (CDC)  AIDS  cases  among 
individuals  over  the  age  of  50  have  increased  22% 
since  1991.  The  CDC  also  estimates  that  14%  of  all 
individuals  living  with  HIV  infection  are  over  the 
age  of  50.   Notably,  in  the  state  of  Florida,  25%  of 
all  HIV  cases  occur  in  older  heterosexuals.  Surveys 
reveal  that  the  older  American  population  does  not 
view  itself  at  risk  for  HIV  transmission  and  is  also 
less  likely  to  take  precautions  to  protect  against  HIV 
infection.  Older  Americans  encounter  two  stigmas 
related  to  HIV/AIDS:  First,  they  face  AIDS-related 
stigma  as  people  are  reluctant  to  discuss  HIV/AIDS, 
disclose  their  status  and  consequently  inform  others 
that  they  are  living  with  HIV/AIDS.  Secondly,  older 
individuals  face  ageism  in  general.  They 
may  be  misdiagnosed  by  medical 
professionals  and  have  limited  access  to 
HIV  tests,  information  and  age 
appropriate  messages.  Between  limited 
HIV  prevention  programs  for  people  over 
50  and  the  stigma  surrounding  the  virus, 
older  people  are  increasingly  susceptible 
to  HIV/AIDS. 


were  previously  living  with  HIV  and  have  aged  into 
this  population  group,  the  majority  of  HIV  and  AIDS 
infections  among  older  Americans  are  new 
infections. 

Medical  Attention 

Since  older  individuals  often  face  a  host  of  health 
issues,  medical  providers  may  not  distinguish  HIV- 
related  illnesses  from  other  age-related  symptoms. 
For  example,  some  doctors  mistakenly  assume  that 
night  sweats  and  depression  are  only  symptoms  of 
menopause  rather  than  HIV/AIDS.  Other  physicians 
have  diagnosed  AIDS-related  dementia  or 
neuropathy  incorrectly  as  early  onset  Alzheimer's 
disease.  Ultimately,  HIV/AIDS  misdiagnosis  occurs 
much  more  frequently  among  older  Americans. 


AIDS  cases 
among 
individuals  over 
the  age  of  SO 
have  increased 
22%  since 
1991. 


The  predominant  mode  of  HIV  transmission  among 
older  Americans  is  through  men  who  have  sex  with 
men;  however,  a  significant  number  of  older 
Americans  are  exposed  to  the  virus  through 
heterosexual  contact  as  well  as  injection  drug  use. 
While  some  people  living  with  HIV/AIDS  over  50 


Doctors  and  other  medical  personnel  may 
underestimate  the  HIV-related 
consequences  of  risky  behavior  for  older 
Americans.  Physicians  may  wrongfully 
assume  that  older  individuals  are  not 
sexually  active  or  involved  in  injecting  drug 
use.  Studies  indicate  that  40%  of  primary 
care  physicians  do  not  assess  HIV  risk  in 
persons  over  50.  Yet  the  University  of  Chicago 
conducted  a  survey  on  the  sexual  behaviors  of  older 
individuals  and  found  that  60%  of  men  and  37%  of 
women  reported  engaging  in  sexual  intercourse  a 
few  times  per  month. 
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Prevention 

Many  people  assume  that  older  people  are  immune 
to  HIV/AIDS— including  older  Americans 
themselves.  To  combat  the  spread  of  HIV/AIDS 
among  this  population,  the  National  Institute  on 
Aging  recommends  that  doctors  and  other  health 
care  professionals  provide  patients  over  50  with 
information  on  HIV  transmission  and  at  risk 
behavior.  In  addition,  medical  providers  should 
review  a  patient's  sexual  and  substance  use  history. 
Subsequently,  they  should  encourage  voluntary  HIV 
testing  and  provide  risk  reduction  counseling, 
particularly  since  older  individuals  may  mistake  HIV 
symptoms  for  symptoms  associated  with  aging. 
According  to  recent  studies,  sexually  active 
heterosexual  adults  over  50  are  one-sixth  as  likely  to 
use  condoms  and  one-fifth  as  likely  to  get  tested  as 
younger,  sexually  active  age  groups.  The  lack  of  HIV 
testing  among  older  Americas  often  results  in  an 
HIV  diagnosis  much  later,  at  a  point  when  the 
illness  may  have  significantly  progressed  and 
treatment  may  be  less  helpful. 

Sexual  encounters  between  older  individuals  also 
increase  the  potential  of  HIV  infection  among  this 
population.  Many  women  over  50  are  less  concerned 
with  using  barrier  protections  (condoms)  because 
they  are  unlikely  to  get  pregnant.  Older  womens' 
thinning  vaginal  walls  also  increases  their 
susceptibility  to  HIV  and  other  STDs.  This  is 
compounded  by  the  surge  in  Viagra  use  among  older 
men,  who  often  receive  the  drug  without  receiving 
HIV  prevention  messages.  Over  the  past  two  years, 
there  have  been  over  17  million  Viagra  prescriptions. 
This  dramatically  increases  the  likelihood  of  sexual 
activity  and  subsequent  HIV  transmission. 

Women  and  Communities  of  Color 

Like  other  populations  affected  by  the  HIV/AIDS 
epidemic  in  the  United  States,  the  virus 
disproportionately  affects  women  and  people  of 


color  who  are  over  50.  Women  tend  to  be  more 
vulnerable  than  their  male  counterparts.  Through 
1999,  9.5%  of  all  women  diagnosed  with  AIDS  were 
over  the  age  of  50.  Two-thirds  of  those  women 
living  with  HIV  were  infected  through  heterosexual 
activity  and  the  use  of  shared  drug  paraphernalia 
infected  the  remaining  one-third.  In  general,  older 
women  are  less  likely  to  use  family  planning  clinics 
and  drug  treatment  programs  that  often  identify 
individuals  infected  with  HIV/AIDS  through  testing. 
Infrequent  testing  among  older  women  makes  it 
more  difficult  to  identify  those  living  with  HIV/AIDS 
and  provide  these  women  with  appropriate 
treatment. 

Individuals  over  50  from  communities  of  color  are 
also  disproportionately  affected  by  HIV/AIDS.  More 
than  half  (52%)  of  older  Americans  living  with 
HIV/AIDS  are  either  African-American  or  from 
Hispanic/Latino  descent.  Among  HIV/AIDS  cases  in 
men  over  the  age  of  50,  49%  are  among  men  of 
color.  Seventy  percent  (70%)  of  women  over  the 
age  of  fifty  living  with  HIV/ AIDS  are  women  of 
color.  These  numbers  highlight  the  need  for  HIV 
prevention  education  messages  that  reach  people  of 
color  over  the  age  of  50. 

Conclusion 

Like  all  Americans,  individuals  over  the  age  of  50 
who  are  sexually  active  are  at  risk  of  HIV  infection. 
Among  the  many  challenges  that  affect  this 
population,  HIV/AIDS  awareness  is  the  most  urgent. 
Older  Americans  need  to  hear  the  message  that  HIV 
can  affect  them.  These  messages  should  include 
prevention,  care,  and  outreach.  Additionally, 
medical  providers  (including  doctors,  pharmacists, 
and  nurses),  counselors,  therapists,  and  advocates 
need  on-going  education  to  improve  the 
misconceptions  about  HIV  and  its  prevalence  in  this 
population.  In  absence  of  a  cure,  HIV  prevention 
and  appropriate  medical  care  are  the  only  viable 
solution  to  limit  new  infections  in  older  Americans. 
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The  Deadly  Intersection 
Between  TB  and  HIV 


Tuberculosis  (TB)  is  a  disease  that  is  spread  from  person  to  person  through  the  air, 
and  it  is  particularly  dangerous  for  people  infected  with  HIV.  Worldwide,  TB  is  the 
leading  cause  of  death  amongpeople  infected  with  HIV. 

An  estimated  10-15  million  Americans  are  infected  with  TB  bacteria,  with  the 
potential  to  develop  active  TB  disease  in  the  future.  About  lOpercent  of  these 
infected  individuals  will  develop  TB  at  some  point  in  their  lives.  However,  the  risk 
of  developing  TB  disease  is  much  greater  for  those  infected  with  HIV  and  living 
with  AIDS.  Because  HIV  infection  so  severely  weakens  the  immune  system, 
people  dually  infected  with  HIV  and  TB  have  a  1 00  times  greater  risk  of  develop- 
ing active  TB  disease  and  becoming  infectious  compared  to  people  not  infected 
with  HIV.  CDC  estimates  that  1 0  to  1 5  percent  of  all  TB  cases  and  nearly 
30  percent  of  cases  among  people  ages  25  to  44  are  occurring  in  HIV-infected 
individuals. 

This  high  level  of  risk  underscores  the  critical  need  for  targeted  TB  screening  and 
preventive  treatment  programs  for  HIV-infected  people  and  those  at  greatest  risk 
for  HIV  infection.  All  people  infected  with  HIV  should  be  tested  for  TB,  and, 
if  infected,  complete  preventive  therapy  as  soon  as  possible  to  prevent 
TB  disease. 

* 

Intersection  of  Two  Global  Epidemics 

•  Approximately  2  billion  people  (one-third  of  the  world's  population)  are 
infected  with  Mycobacterium  tuberculosis,  the  cause  of  TB. 

•  TB  is  the  cause  of  death  for  one  out  of  every  three  people  with  AIDS 
worldwide. 

•  The  spread  of  the  HIV  epidemic  has  had  a  significant  impact  on  the  TB 
epidemic — one-third  of  the  increase  in  TB  cases  over  the  last  5  years  can  be 
attributed  to  the  HIV  epidemic  (Source:  UNAIDS). 

The  Continued  Threat  of  Multidrug-Resistant  TB 


CDC 
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AND  PREVENTION 


Every  nation  must  face  the  challenge  of  combating  multidrug-resistant  (MDR)  TB. 
People  infected  with  HIV  and  living  with  AIDS  are  at  greater  risk  of  developing 
MDR  TB.  MDR  TB  is  extremely  difficult  to  treat  and  can  be  fatal.  While  the 
number  of  cases  has  decreased  in  the  United  States  over  the  past  few  years,  MDR 
TB  has  now  been  reported  in  45  states  and  the  District  of  Columbia. 
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To  prevent  the  continued  emergence  of  drug-resistant  strains  of  TB,  treatment  for  TB  must  be  improved  in  the 
United  States  and  across  the  globe.  Inconsistent  or  partial  treatment  is  the  main  cause  of  TB  that  is  resistant  to 
available  drugs.  The  most  effective  strategy  for  ensuring  completion  of  treatment  is  Directly  Observed  Therapy, 
and  its  use  must  be  expanded. 

Another  challenge  that  individuals  co-infected  with  HIV  and  TB  face  is  the  possible  complications  that  can 
occur  when  taking  HIV  treatment  regimens  along  with  drugs  commonly  used  to  treat  TB.  Physicians  prescribing 
these  drugs  must  carefully  consider  all  potential  interactions. 

Addressing  the  Dangers  of  the  Interconnected  TB/HIV Epidemics 
Requires  Expanded  Efforts 

TB  control  is  an  exercise  in  vigilance;  the  goal  of  controlling  and  eventually  eliminatingTB  requires  a  targeted 
and  continuous  effort  to  address  the  prevention  and  treatment  needs  for  those  most  at  risk,  including  HIV- 
infected  individuals.  Efforts  to  eliminate  TB  are  therefore  essential  to  reducing  the  global  toll  of  HIV. 


For  more  information... 

CDC  National  AIDS  Hotline: 

1-800-342-AIDS 
Spanish:  1-800-344-SIDA 
Deaf:  1-800-243-7889 

CDC  National  Prevention  Information  Network: 
P.O.  Box  6003 
Rockville,  Maryland  20849-6003 
1-800-458-5231 

Internet  Resources: 

National  Center  for  HIV,  STD,  and  TB  Prevention:  http.V/www.cdc.gov/nchstp/od/nchstp.html 
Divisions  of  HIV/AIDS  Prevention:  http://www.cdc.gov/hiv 

NPIN:  http://www.cdcnpin.org 
Division  of  TB  Elimination:  http://www.cdc.gov/nchstp/tb 
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Frequently  Asked  Questions  and  Answers  About 
Coinfection  with  HIV  and  Hepatitis  C  Virus 

Why  should  HIV-infected  persons  be  concerned  about  coinfection  with  HCV? 

About  one  quarter  of  HIV-infected  persons  in  the  United  States  are  also  infected  with 
hepatitis  C  virus  (HCV).  HCV  is  one  of  the  most  important  causes  of  chronic  liver  disease 
in  the  United  States  and  HCV  infection  progresses  more  rapidly  to  liver  damage  in  HIV- 
infected  persons.  HCV  infection  may  also  impact  the  course  and  management  of  HIV 
infection. 


The  latest  U.S.  Public  Health  Service/Infectious  Diseases  Society  of  America 
(USPHS/IDSA)  guidelines  recommend  that  all  HIV-infected  persons  should  be  screened 
for  HCV  infection.  Prevention  of  HCV  infection  for  those  not  already  infected  and 
reducing  chronic  liver  disease  in  those  who  are  infected  are  important  concerns  for  HIV- 
infected  individuals  and  their  health  care  providers. 

Who  is  likely  to  have  HIV-HCV coinfection? 

The  hepatitis  C  virus  (HCV)  is  transmitted  primarily  by  large  or  repeated  direct 
percutaneous  (i.e.,  passage  through  the  skin  by  puncture)  exposures  to  contaminated 
blood.  Therefore,  coinfection  with  HIV  and  HCV  is  common  (50%-90%)  among  HIV- 
infected  injection  drug  users  (IDUs).  Coinfection  is  also  common  among  persons  with 
hemophilia  who  received  clotting  factor  concentrates  before  concentrates  were  effectively 
treated  to  inactivate  both  viruses  (i.e.,  products  made  before  1987).  The  risk  for  acquiring 
infection  through  perinatal  or  sexual  exposures  is  much  lower  for  HCV  than  for  HIV.  For 
persons  infected  with  HIV  through  sexual  exposure  (e.g.,  male-to-male  sexual  activity), 
coinfection  with  HCV  is  no  more  common  than  among  similarly  aged  adults  in  the  general 
population  (3%-5%). 

What  are  the  effects  of  coinfection  on  disease  progression  of  HCV  and  HIV? 

Chronic  HCV  infection  develops  in  75%-85%  of  infected  persons  and  leads  to  chronic 
liver  disease  in  70%  of  these  chronically  infected  persons.  HIV-HCV  coinfection  has  been 
associated  with  higher  titers  of  HCV,  more  rapid  progression  to  HCV-related  liver  disease, 
and  an  increased  risk  for  HCV-related  cirrhosis  (scarring)  of  the  liver.  Because  of  this, 
HCV  infection  has  been  viewed  as  an  opportunistic  infection  in  HIV-infected  persons  and 
was  included  in  the  1999  USPHS/IDSA  Guidelines  for  the  Prevention  of  Opportunistic 
Infections  in  Persons  Infected  with  Human  Immunodeficiency  Virus.  It  is  not,  however, 
considered  an  AIDS-defining  illness.  As  highly  active  antiretroviral  therapy  (HAART) 
and  prophylaxis  of  opportunistic  infections  increase  the  life  span  of  persons  living  with 
HIV,  HCV-related  liver  disease  has  become  a  major  cause  of  hospital  admissions  and 
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deaths  among  HIV-infected  persons. 

The  effects  of  HCV  coinfection  on  HIV  disease  progression  are  less  certain.  Some  studies 
have  suggested  that  infection  with  certain  HCV  genotypes  is  associated  with  more  rapid 
progression  to  AIDS  or  death.  However,  the  subject  remains  controversial.  Since 
coinfected  patients  are  living  longer  on  HAART,  more  data  are  needed  to  determine  if 
HCV  infection  influences  the  long-term  natural  history  of  HIV  infection. 

How  can  coinfection  with  HCV  be  prevented? 

Persons  living  with  HIV  who  are  not  already  coinfected  with  HCV  can  adopt  measures  to 
prevent  acquiring  HCV.  Such  measures  will  also  reduce  the  chance  of  transmitting  their 
HIV  infection  to  others. 

Not  injecting  or  stopping  injection  drug  use  would  eliminate  the  chief  route  of  HCV 
transmission;  substance-abuse  treatment  and  relapse-prevention  programs  should  be 
recommended.  If  patients  continue  to  inject,  they  should  be  counseled  about  safer 
injection  practices;  that  is,  to  use  new,  sterile  syringes  every  time  they  inject  drugs  and 
never  reuse  or  share  syringes,  needles,  water,  or  drug  preparation  equipment. 

Toothbrushes,  razors,  and  other  personal  care  items  that  might  be  contaminated  with  blood 
should  not  be  shared.  Although  there  are  no  data  from  the  United  States  indicating  that 
tattooing  and  body  piercing  place  persons  at  increased  risk  for  HCV  infection,  these 
procedures  may  be  a  source  for  infection  with  any  bloodborne  pathogen  if  proper  infection 
control  practices  are  not  followed. 

Although  consistent  data  are  lacking  regarding  the  extent  to  which  sexual  activity 
contributes  to  HCV  transmission,  persons  having  multiple  sex  partners  are  at  risk  for  other 
sexually  transmitted  diseases  (STDs)  as  well  as  for  transmitting  HIV  to  others.  They 
should  be  counseled  accordingly. 

How  should  patients  coinfected  with  HIV  and  HCV  be  managed? 

General  guidelines 

Patients  coinfected  with  HIV  and  HCV  should  be  encouraged  to  adopt  safe  behaviors  (as 
described  in  the  previous  section)  to  prevent  transmission  of  HIV  and  HCV  to  others. 

Individuals  with  evidence  of  HCV  infection  should  be  given  information  about  prevention 
of  liver  damage,  undergo  evaluation  for  chronic  liver  disease  and,  if  indicated,  be 
considered  for  treatment.  Persons  coinfected  with  HIV  and  HCV  should  be  advised  not  to 
drink  excessive  amounts  of  alcohol.  Avoiding  alcohol  altogether  might  be  wise  because 
the  effects  of  even  moderate  or  low  amounts  of  alcohol  (e.g.,  12  oz.  of  beer,  5  oz.  of  wine 
or  1 .5  oz.  hard  liquor  per  day)  on  disease  progression  are  unknown.  When  appropriate, 
referral  should  be  made  to  alcohol  treatment  and  relapse-prevention  programs.  Because  of 
possible  effects  on  the  liver,  HCV-  infected  patients  should  consult  with  their  health  care 
professional  before  taking  any  new  medicines,  including  over-the-counter,  alternative  or 
herbal  medicines. 

Susceptible  coinfected  patients  should  receive  hepatitis  A  vaccine  because  the  risk  for 
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fulminant  hepatitis  associated  with  hepatitis  A  is  increased  in  persons  with  chronic  liver 
disease.  Susceptible  patients  should  receive  hepatitis  B  vaccine  because  most  HIV- 
infected  persons  are  at  risk  for  HBV  infection.  The  vaccines  appear  safe  for  these  patients 
and  more  than  two-thirds  of  those  vaccinated  develop  antibody  responses.  Prevaccination 
screening  for  antibodies  against  hepatitis  A  and  hepatitis  B  in  this  high-prevalence 
population  is  generally  cost-effective.  Postvaccination  testing  for  hepatitis  A  is  not 
recommended,  but  testing  for  antibody  to  hepatitis  B  surface  antigen  (anti-HBs)  should  be 
performed  1-2  months  after  completion  of  the  primary  series  of  hepatitis  B  vaccine. 
Persons  who  fail  to  respond  should  be  revaccinated  with  up  to  three  additional  doses. 

HAART  has  no  significant  effect  on  HCV.  However,  coinfected  persons  may  be  at 
increased  risk  for  HAART-associated  liver  toxicity  and  should  be  closely  monitored 
during  antiretroviral  therapy.  Data  suggest  that  the  majority  of  these  persons  do  not  appear 
to  develop  significant  and/or  symptomatic  hepatitis  after  initiation  of  antiretroviral 
therapy. 

Treatment  for  HCV  Infection 

A  Consensus  Development  Conference  Panel  convened  by  The  National  Institutes  of 
Health  in  1997  recommended  antiviral  therapy  for  patients  with  chronic  hepatitis  C  who 
are  at  the  greatest  risk  for  progression  to  cirrhosis.  These  persons  include  anti-HCV 
positive  patients  with  persistently  elevated  liver  enzymes,  detectable  HCV  RNA,  and  a 
liver  biopsy  that  indicates  either  portal  or  bridging  fibrosis  or  at  least  moderate  degrees  of 
inflammation  and  necrosis.  Patients  with  less  severe  histological  disease  should  be 
managed  on  an  individual  basis. 

In  the  United  States,  two  different  regimens  have  been  approved  as  therapy  for  chronic 
hepatitis  C:  monotherapy  with  alpha  interferon  and  combination  therapy  with  alpha 
interferon  and  ribavirin.  Among  HlV-negative  persons  with  chronic  hepatitis  C, 
combination  therapy  consistently  yields  higher  rates  (30%-40%)  of  sustained  response 
than  monotherapy  (10%-20%).  Combination  therapy  is  more  effective  against  viral 
genotypes  2  and  3,  and  requires  a  shorter  course  of  treatment;  however,  viral  genotype  1  is 
the  most  common  among  U.S.  patients.  Combination  therapy  is  associated  with  more  side 
effects  than  monotherapy,  but,  in  most  situations,  it  is  preferable.  At  present,  interferon 
monotherapy  is  reserved  for  patients  who  have  contraindications  to  the  use  of  ribavirin. 

Studies  thus  far,  although  not  extensive,  have  indicated  that  response  rates  in  HIV-infected 
patients  to  alpha  interferon  monotherapy  for  HCV  were  lower  than  in  non-HIV-infected 
patients,  but  the  differences  were  not  statistically  significant.  Monotherapy  appears  to  be 
reasonably  well  tolerated  in  coinfected  patients.  There  are  no  published  articles  on  the 
long-term  effect  of  combination  therapy  in  coinfected  patients,  but  studies  currently 
underway  suggest  it  is  superior  to  monotherapy.  However,  the  side  effects  of  combination 
therapy  are  greater  in  coinfected  patients.  Thus,  combination  therapy  should  be  used  with 
caution  until  more  data  are  available. 

The  decision  to  treat  people  coinfected  with  HIV  and  HCV  must  also  take  into 
consideration  their  concurrent  medications  and  medical  conditions.  If  CD4  counts  are 
normal  or  minimally  abnormal  (>  400/ul),  there  is  little  difference  in  treatment  success 
rates  between  those  who  are  coinfected  and  those  who  are  infected  with  HCV  alone. 
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Other  Treatment  Considerations 

Persons  with  chronic  hepatitis  C  who  continue  to  abuse  alcohol  are  at  risk  for  ongoing 
liver  injury,  and  antiviral  therapy  may  be  ineffective.  Therefore,  strict  abstinence  from 
alcohol  is  recommended  during  antiviral  therapy,  and  interferon  should  be  given  with 
caution  to  a  patient  who  has  only  recently  stopped  alcohol  abuse.  Typically,  a  6-month 
abstinence  is  recommended  for  alcohol  abusers  before  starting  therapy;  such  patients 
should  be  treated  with  the  support  and  collaboration  of  alcohol  abuse  treatment  programs. 

Although  there  is  limited  experience  with  antiviral  treatment  for  chronic  hepatitis  C  of 
persons  who  are  recovering  from  long-term  injection  drug  use,  there  are  concerns  that 
interferon  therapy  could  be  associated  with  relapse  into  drug  use,  both  because  of  its  side 
effects  and  because  it  is  administered  by  injection.  There  is  even  less  experience  with 
treatment  of  persons  who  are  active  injection  drug  users,  and  an  additional  concern  for  this 
group  is  the  risk  for  reinfection  with  HCV.  Although  a  6-month  abstinence  before  starting 
therapy  also  has  been  recommended  for  injection  drug  users,  additional  research  is  needed 
on  the  benefits  and  drawbacks  of  treating  these  patients.  Regardless,  when  patients  with 
past  or  continuing  problems  of  substance  abuse  are  being  considered  for  treatment,  such 
patients  should  be  treated  only  in  collaboration  with  substance  abuse  specialists  or 
counselors.  Patients  can  be  successfully  treated  while  on  methadone  maintenance 
treatment  of  addiction. 

Because  many  coinfected  patients  have  conditions  or  factors  (such  as  major  depression  or 
active  illicit  drug  or  alcohol  use)  that  may  prevent  or  complicate  antiviral  therapy, 
treatment  for  chronic  hepatitis  C  in  HIV-infected  patients  should  be  coordinated  by  health 
care  providers  with  experience  in  treating  coinfected  patients  or  in  clinical  trials.  It  is  not 
known  if  maintenance  therapy  is  needed  after  successful  therapy,  but  patients  should  be 
counseled  to  avoid  injection  drug  use  and  other  behaviors  that  could  lead  to  reinfection 
with  HCV  and  should  continue  to  abstain  from  alcohol. 

Infections  in  Infants  and  Children 

The  average  rate  of  HCV  infection  among  infants  born  to  women  coinfected  with  HCV 
and  HIV  is  14%  to  17%,  higher  than  among  infants  born  to  women  infected  with  HCV 
alone.  Data  are  limited  on  the  natural  history  of  HCV  infection  in  children,  and  antiviral 
drugs  for  chronic  hepatitis  C  are  not  FDA-approved  for  use  in  children  under  aged  18 
years.  Therefore,  children  should  be  referred  to  a  pediatric  hepatologist  or  similar 
specialist  for  management  and  for  determination  for  eligibility  in  clinical  trials. 

What  research  is  needed  on  HIV-HCV coinfection? 

Many  important  questions  remain  about  HIV-HCV  coinfection: 

•  By  what  mechanism  does  HIV  infection  affect  the  natural  history  of  hepatitis  C? 

•  Does  HAART  affect  the  impact  of  HIV  on  the  natural  history  of  HCV  infection? 
'    •  Does  HCV  affect  the  natural  history  of  HIV  and,  if  so,  by  what  mechanism? 

•  How  can  we  effectively  and  safely  treat  chronic  hepatitis  C  in  HIV-infected 


httD://www. cdc.gov/hiv/pubs/facts/HIV-HCV_Coinfection.htm 


1/11/03 


Frequently  Asked  Questions  and  Answers  About  Coinfection  with  HIV  and  Hepatitis  C  V...  Page  5  of  6 


patients? 

•  How  can  we  distinguish  between  liver  toxicity  caused  by  antiretrovirals  and  that 
caused  by  HCV  infection? 

•  What  is  the  best  protocol  for  treating  both  HIV  and  chronic  hepatitis  C  in  the 
coinfected  patient? 


The  following  sources  may  also  helpful  in  understanding  HCV  and  HCV/HIV 
coinfection. 

Publications 

1 .  Centers  for  Disease  Control  and  Prevention.  Recommendations  for  prevention  and 
control  of  hepatitis  C  virus  (HCV)  infection  and  HCV-related  chronic  disease. 
MMWR  1998;47(No.  RR- 19):  1-39.  Available  on  the  Internet  at: 

ftp://ftp.cdc.gov/pub/Publications/mm  wr/rr/rr47 1 9.pdf 

2.  Centers  for  Disease  Control  and  Prevention.  1 999  USPHS/IDSA  guidelines  for  the 
prevention  of  opportunistic  infections  in  persons  infected  with  human 
immunodeficiency  virus:  U.S.  Public  Health  Service  (USPHS)  and  Infectious 
Diseases  Society  of  America  (IDSA).  MMWR  1999;48(No.  RR-10):32-4.  Available 
on  the  Internet  at:  www.cdc.gov/mmwr/preview/mmwrhtnil/iT48 1  Oa  1  .htm. 

3.  National  Institutes  of  Health.  Chronic  hepatitis  C:  current  disease  management  (NIH  . 
Publication  No.  00-4230).  DHHS,  1 999.  (See  web  version  below). 

4.  Sulkowski  MS,  Mast  EE,  Seeff  LB,  Thomas  DL.  Hepatitis  C  virus  infection  as  an 
opportunistic  disease  in  persons  infected  with  human  immunodeficiency  virus. 
Clinical  Infectious  Diseases  2000  Apr;30  Supplement  1:S77-S84. 

Internet  Resources 

1.  Division  of  HIV/AIDS  Prevention,  CDC:  www. cdc.gov/hiv 

2.  Division  of  Viral  Hepatitis,  CDC:  www.cdc.joy/liep.atitis 

3 .  National  Institutes  of  Health: 

www.niddk.nih.go\/hea]th/digest/pubs/chmhepc/chrnhepc.hlm 

4.  CDC  National  Prevention  Information  Network:  www.cdcnpin.org 

5.  Expert  Perspectives:  Strategies  for  the  Management  of  HIV/HCV  Coinfection: 

w  vv  w  .projectsi  n  kn  ow  I  edge,  com/1  nit/h  i  v-hcv/* 

*  Disclaimer:  This  is  a  non-government  source.  The  Centers  for  Disease  Control  and  Prevention  does  not 
assume  responsibility  for  information  presented  at  this  site. 
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